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/A- THIS REPORT summarx stalislics are preserdcd an persons cmploxed in ISGS end J9S7 j 
sn about 70 health occupaliuns, or comNnalions Uier&jf. The occupations arc grouped icilhin 35 | 
health fields. I 

! liealih tnasipoKcr stalisUcs are provided through such soia'ccs as educational programs, li- I 
censes to practice, cerUficalion, regisb'ation, association membership, places of employment, | 
and other miscellaneous identifying factors. | 

The 3.4 million persons in health occupations in 1967 included more than / million physicians, | 
I dentists, and registered nurses. The numbers of icorkei'S in isich of these three basic careers | 
irtcr eased about 6 pet'ceni beliveen 1965 and 1967. 

The allied h& 3 lth occupations comprised the balance of 2.3 million persons ivilh specialized edu- J 
i caltan or on-the-job training that prepared them for functioning in the health establishment, i 
1 These occupations a'caunied for 69 percent of the designated health ivorkers in 1967. | 

Between 1965 and 1967 the allied health occupations gyiined almost one-half million workci's. * 
The largest gains were in nursing manpower — practical mirses, and aides, orderlies, and al- ' 

lendanis — and in secretarial and office pei'sonnel. | 

1 

Physician stalislics are considered in terms of physicians’ sei'vices as evidenced in present ' 
7 'ecords, changes in classificationof activity and specialty, and development of special suj'veys. ^ 

Estimates of denlisl manpowei' and of denial auxilias'ies are pt'ovided, along wilh a discussion | 
of the national data compilation system. | 

Smsing manpower data are available IJn'ou^i decennial censuses, interagency estimates, and ^ 
inventories of registered mirses. Measio'emenl of the mo'se supply is considered in relation Ic | 
size of the field, geogi'aphic dislribution, employment diversity, and functional differences. ^ 

Pharmacist slaiislics based on Stale regisb alions a're shown accoi ding to residence, activity ■ 
status, sex, education, age gtvup, type of practice, and employment in community pharmacies ■ 
ami in hospital phat'macies. 

The occupations of the pj'ofessional and technical workers employed in hospitals and in nursing 
homes in 1966 are repo'rled from a special survey. Estimates of present shortages of hospital 
manpowei' were obtained al that lime. 



SYMBOLS 

Data net available — 

Category not applicable 

Quantity zero 

Quantity more than 0 but less than 0.05 0.0 

Figure does not meet standards of 
reiiabiJity or precision * 
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MEASURING THE SUPPLY OF HEALTH MANPOWER 



Maryland Y* Pennell, M. Sc.^ 



The 95rh annual meeting of the American 
Public Health Association (APHA) was the occa- 
sion for the delivery of a group of papers con- 
cerned widi "Measuring the Supply of Health 
Manpower.” The speakers assembled on Octo- 
ber 22. 1967. at Miami Beach. Florida, at a ses- 
sion sponsored by several sections of die Asso- 
ciation — Statistics. Dental Healdi, Medical Care, 
and Public Health Nursing — and the Conference 
on Community Health Planning. This publication 
has been prepared in response to suggestions that 
the papers be printed in one volume, in order to 
reach a larger audience than the 150 persons who 
attended die session. 

Plans for the APHA meeting were developed 
in the Health Manpower Statistics Branch of the 
National Center for Health Statistics ^CHS). 
Widiin die Public Health Service. NCHS has die 
responsibility for conducting statistical studies 
using primary and secondary sources to deter- 
mine the numbers, geographic location, age, and 
other characteristics of health manpower in vari- 
ous fields. Hence this publication provides factual 
information on health manpower resources from 
other programs of the Service as well as national 
professional agencies. Reference is also made to 
other government and nongovernment agencies. 

Each speaker was asked to provide informa- 
tion on the current number of persons active in 
the particular field and their location by State; 



Mrs. Pennell is Special Assistant to the Director, Divi- 
sion of Allied Health Manpower, Bureau of Health Manpower, 
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growth in employment in recent years; and distri- 
bution by type of practice, function, and/or spe- 
cialty. These statistics form die background for 
die discussion of problems involved in measure- 
ment of supply. The papers were not intended to 
discuss projections of manpower to be available 
in the future, measuresofhealdimanpowerneeds. 
utilization of health services, or demand dierefor. 

Following die APHA meeting, the speakers 
were given the opportuniiy to revise their papers 
for publication and to include later statistics. The 
article on physicians, for example, includes data 
as of December 31, 1*^6*’; that on dental man- 
power. as of mid- 1967. information from the 1966 
inventory of registered nurses arid the 1966-6”^ 
inventory of pharmacists was not available by 
March 1968. although both surveys of licensed 
personnel are nearing completion. 

Measuring the supply of manpower must take 
into account several variables. For each health 
occupation there is the matter of definition; this 
affects who is counted, particularly when there 
are poorly defined categories or redefined titles 
that switch numbers from one category to another. 
In a particular occupation the supply depends on 
the number of persons who receive the appropriate 
education or training that qualifies them for func- 
tioning in that field. 

The supply may be influenced by subsidizing 
training, by changing admission requirements, 
or by other means, thus bringing it to the level 
of one's expectations. The supply available for 
any field is also a function of the number of 
persons who can be drawn in from related fields. 
International migration is another factor in de- 
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termining the supply of manpower in several of 
the heald) cKrcupations. These variables are 
considered in the discussions for each specific 
health field. 

Healdi manpower may be measure in two 
ways, by industry and by occupation. The U.S. 
Bureau of the Census reports that the ’liealth 
services industry” at the time of the i960 census 
employed 2.6 million persons in die civilian 
labor force, ranking third among some 70 indus- 
tries.^ Between the 1950 and 19^ censuses, the 
number of workers in the health services indusir>‘ 
increased by almost 1 mLiion, for a growth rate 
of 54 percent. About two-thirds of the individuals 
employ^ in this industry have education and 
training unique to the health field. The other 
third — almost 1 million workers — are clerks, 
craftsmen, laborers, and others who themselves 
assist in the provision of health services but 
whose skills are not limited to the health estab- 
lishment. 

The classification by ’health occupations” 
focuses on those individuals possessing knowl- 
edge and skill unique to the h '^lth field. Included 
are health manpower in all industries, not just 
health services; for example, relatively few 
pharmacists and veterinarians arc counted by 
the Bureau of die Census as being in the health 
services industry. The health occupations that 
are identified in table 1 suggest the range and 
diversity of health careers. Recognition of other 
supportive personnel — many in newly developing 
work areas — would greatly increase the number 
of occupations, to a labor force of approximately 
4 million workers. 

Physicians, dentists, and registered nurses 
comprise more than 1 million active health per- 
sonnel. Between 1965 and 1967 each of tiiese 
basic careers increased about 6 percent lu num- 
bers of workers, as shown below: 



Occupation 


1905 


1907 


Physician (N5.D. and D.O.) 


28S,700 


305,500 


Dentist* 


93,400 


98,700 


Registered nurse 


621,000 


659,000 




1,837,700 


2,312,100 


Allied health occupations 


to 


to 




1,658,000 


2,347,400 



In addition to these three careers, there are 
more than 2.3 million persons with education and 



specialized or on-die- job training diat had pre- 
pared them for employment in the health estab- 
lishment in 196?- The allied occupations accounted 
for 65 percent of die designated health workers 
in 19te and 69 percent of the total in 196^- 

Between 1965 and 196^ the allied health occu- 
pations gained almost one-half million workers— 
a tremendous increase of 26 percent. The largest 
gains were 300.000 nursing aides, orderlies, and 
attendants; 50,000 secretarial and office person- 
nel; and 38,000 practical nurses. As many as 
5,000 or more additional workers were estimated 
for such occupations as clinical laboratory tech- 
nologists. clinical laboratory technicians-assist- 
ants, food technologists, home health aides, 
pharmacists, and radiologic technologists-tech- 
nicians-assistants. 

Allied health personnel function in compre- 
hensive community health services, including 
hospital care, preventive medicine, and environ- 
mental protection- More than half of tiiese health 
workers are accounted for in the professional 
and technical staffing of hospitals and nursing 
homes discussed in the last paper of this collec- 
tion. Approximately one-fourdi of the total have 
education to at least the baccalaureate level. 

Many of these categories of allied health 
personnel have emerged since World War II, 
in order to provide a wide range in auxiliary* 
services. At the same time there has been 
increasing specialization within many of the 
older disciplines in an effort to cope with the 
depth and thoroughness essential for optimum 
health care. The trend of diversification and 
specialization may be expected to characterize 
health manpower of the future.- 

It is obvious that there are serious shortages 
in the supply of health manpower as well as 
inefficient use of some persons active in the 
health field. Maldistribution of facilities and 
services adds to the problem of rendering care 
to every member of our society. Attempts have 
been made toward measuringthese shortcomings, 
but none of the many estimates can adequately 
measure the total need or demand. Even if one 
could envision the ideal staffing for health serv- 
ices for a community, for a State, or for the 
Nation, the continuing development of new knowl- 
edge and techniques, new patterns of service, 
and new methods of payment are all constantly 
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dian^n^ die for bodi number :> anJ %aric- 

lies of hcaltii workers. 

Kc\'crtiicless. opjaominirics fur it.crca:>in^ 
ibc health manpower inipply cxi:>t through adJin^ 
to school capacities and attractinfi rcc ruid> to 
die health field. In addition, dirough improve- 
ments in wages and working conditions, em- 



plo>mtent can he made more aitraetivi. in order 
to retain persons currently in the labor force 
and to return to practice inactive health per- 
.^unncl. .\ction. study, and experimentation cai. 
help produce an adexjuate supply uf well-quali- 
fied heahh worhers. 



Table I- Eatisaced persi«js esiployed in selected occupations vithin each health field: 

1965 and 1967 




Sec footnotes at end of table. 
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TabLc jl. Estis 3 t«rd ptrsons cs 3 »lor^ in selected oceispati^is vithin esch bealtn fieldi 

1965 and 196? — Oan. 
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Tabic i. Esticaccd persazs es^laycd isi selected occupations vitbln each Isealth field: 

1^^ c»?d i^S7 — Dsa- 




See footnotes at end of table - 
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T£bl« 1. ££tiis3t£d in £elect4rd oca.pztioas withLa usth field: 

1S5S 5ssd 196? — Cos«. 




’Each occupation is counted only once. For example, all physicians are in isedicine and oste- 
opathy - 

-Estiraate not previously published or revised from that shown in PHS Fub- Uo- 1509- 
“1965 estimate repeated in absence of sufficient inferoiation on which to base revision - 
^With bachelor's degree or ASC? certified- 

^Estimates revised to show active rather than total for dentist, physician, and veterinarian. 
®Preliminary estimate. 

'Limited to hospital employees in 1966. 

Source: U.S. Department of Health, Education, and Welfare; Public Health Service, national 

Center for Health Statistics; Health Resources Statistics: Health Manpower, 1965 . 

Public Health Service Publication No. 1509- Washington, D.C., U.S. Government Printing 
Office, 1966. (1967 data based on 1968 edition of this publication, now in process.) 
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SOURCES OF HEALTH MANPOWER STATISTICS 



Sir-iJried A. B-A,** 



An uf ihx. ^uurv'o uf nun- 

jai*34,f njjj be cuBc^rncJ trids ^isecJHe 

jfe»i3rc4.‘> or references or widj j more generni 
‘I'has fafscr is sinaciurcJ nco^rJin^ 
u» die i.iucr, widi cxa. ipJcs of ibe former. Oihcr- 
aise, j fair!} l^rg^c specirum of specific sources 
has lo be covereJ aiilain a very liinilcJ spacc, 
In .tiSdiiiun. i am concemeJ «fidi issues of heallh 
jnanjxiacr — currenl anJ fulurt — rallacr 

dsan wUh issues of bcaiih inanpoacr ntx^Js. 'Ilac 
cai9}!)3aasis is on sources of nacional siaiisiics, 
r-ilhcr lhan on ilic am riaJ of sources and studies 
ailsich pertain to speciHc Stale or local areas 
t»nly, 

'IIjc identification and classification of 
sources are rendered difficult in a numljcr of 
factors. Basic lo die problcmisd^cidentificatiun. 
as sucli. of healli} fnanjKiivcr occupations as tlis- 
iincl froiai oucupaiions not related lo health. I*ur- 
theriaiorc. the rapidly changing Icchnolo^ and 
-ystenis for djc delivery of health services Ime 
had an attendant and continuing proliferation of 
hcaliii occufiaiiuns and functions within given 
t»ccupaiiuns. One end of die broad range of hc.ilih 
occupations is rcprescnicdby per.sonswhodcJivcr 
health services directly to die population, such as 
pliysicians, dentists, and nurses. .At die oiiier 
end arc diose witii an indirect, but nevcrilielcss 
iiupuriani. role in the total system fortiiedeiivcrv 
of health services, such as medical rccordlibrar- 
ians. sanitarians, and selectetf computer pro- 
gra»»incr.'». By lOfCi. the number of heaJdi occupa- 



Mr. Hac-nmnn Direclor of tht* Division of K**- 

<oiarrc.< Stnlislsrs. Nalional CcJ3l«*r for If chilli 
Pchlic- Senicc*. 



lions as measured by primary lilies had reached 
at least 1 40 whidi arc listed in liealih Resources 
SSalisUcs: ilmWi Manpower, 19S5^ 

In addition to die differing shills retired 
for pcr.*ions in each of these occupations, there 
i.*i also a wide range in die control which society- 
exercises over these practitioners. Some are 
rigidly controlled and identified ihrougii State 
laws and regulations as in ihc case of physicians 
and pharmacists; others are unregulated except 
In laws which apply to everyone. Subsets of 
.•society, such as profcs-sional associations, also 
exercise varying degrees of control over dieir 
members. Clearly, die sources of manpower 
statistics can more easily be identified for die 
reflated dian for the nonregulaied occupations. 

Once die healdi occupations have been iden- 
tified. there arc several poieniiai methods for 
obtaining information about diem. One approacli 
mi^it be through housdiold or establishment 
surveys or censuses. These censuses or sur- 
veys. while undouhtedh excellent sources of 
data on economic activity, are not necessarily 
good sources of hcaltii nianpoivcr siatisiic.s. For 
one diing, many of these types of surveys are 
based on sample-s which, even if large, are 
often not large enough to provide needed data 
-ind geographic distribution for many of the 140 
health occupations. 

In household surveys, there is the additional 
problem of response errors because the respond- 
ent. often the housewife, is frequently unable to 
de.scribe adequately die specific work activity of 
household members, lliis is particularly serious 
when differentiating among the hijddy speciaiiiicd 
henlth occupations. In this way, for example, the 
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orm>pe»Sic surgeon. l2:e punlisirisi. i!be opii>n' 2 C- 
trist. and ttse chiropractor may all be reponed 
as * 'doctors.*'' 

?i5ore accurate or cojusisicni occupational 
classifications may be adiimcJ in surveys of 
cstaL'lishments. providing ±c cai^orics used 
are broad cimgh to fit the records available 
to the surveyed establishments. The resulting 
catt^ories. hoarever. may be so broad as m 
preclude the needed differentiation of health 
occupations. I'urthcrmorc. cstablishmimisurvcys 
fail to co\^cr the independent practitioners ivliu 
fall outside the purview of establishment records. 
Both the household and cstabli^iment surveys 
are usually concerned wiih work activity ratlscr 
than widi usual occupation or training. Adminis- 
trators engaged in healdi planning may need in- 
formation on the trained reservoir as 'veil as on 
active practitioners. 

For these reasons, we ^ould also loolJ 
elsewhere for sources of manpower statistics 
which ^vill provide thcneccssarydctailasrcgards 
fineness of occupational breakdown, geographic 
detail, and characteristics of boilj tlie active and 
the reserve healtii manpower. One of die initial 
steps in this pursuit is the identification by name, 
and location by address, of die members in die 
group to be studied. The development of such 
name-address lists, directories, or registries 
serves the double function of (1) being a source 
for developing simple counts of an occupation 
by geographic area and (2) providing die neces- 
sary mailing or field enumeration lists for more 
detailed surveys of given occupations. 

Let us first consider die sources for develop- 
ing or obtaining such name-address lists. Some 
of these sources may. in addition, provide other 
useful data over and above merely name and 
address. If the occupation is licensed in all States 
b)T law, as in the case of some 1 1 health occupa- 
tions. names and addresses may he obtained 
from the official State licensing agencies. If the 
occupation is licensed in some but not all States, 
as is true for 14 additional occupations, other 
techniques would have to be used to obtain names 
and addresses for nonlicensing States.^ 

For some healdi occupations, specialty 
boards have been established to pass on qualifi- 
cations and competency and to register or certify 
persons who meet established sLindards. Name 



and atSdress lists may lx* obtained from t3:t*se 
boards. Professional association membership 
li:^ may also be used as a source of names 
and addresses, l or some occupations. how4*ver. 
the number of competing association^ or their 
regional character may make further process- 
ing impracticable. For occupations which require 
specialized curricula or special schooi-*i. lists 
of graduates can Ise useful in identifying and 
locating those practitioners. 

Commercial addressing companies or list 
houses may obtain tlieir data initially from State 
licensing agencies, specialiyboards.professionai 
asi^ciations. schools, or other !»asic sources. 
These companies ilius become a good source 
of names and addresses for sclcctedoccupations. 
Other sources of name-address lists include 
ciiv directories and the classified sections of 
telephone books. 

U.sc of tiic aliovc-descrilacd sources raises 
the problcan of ensuring coiiiplcie coverage wiiii- 
out duplication of practitioners in a given occu- 
pation for a specified period of time, bor the 
occupations requiring a license to practice, the 
problem is primarily iviiii iiraciitioncrs who arc 
licensed in two or more States. Such cases occur 
where a person is licensed both in the State where 
he graduated from professional school and in the 
State where he now practices. In addition, many 
persons practicing in die border areas of a Slate 
are also licensed in the ncighlioring State or 
States. The treatment by comouier or clerk in 
including or excluding names which may have 
been variously recorded for liic same person 
or are itientical but for different persons may 
result ill diiplicare couiiis or omissions. 

For occupations icss universally rccordcil. 
multiple sources of tlie types described aliovc 
must be used to obtain a comprt^ensive list. 
Thus the problem of coverage and duplication 
hcoomcs more serious, since some members of 
an occupation may be registered, listed, or 
otiierwisc noted in several sources, while otiicrs 
are included in none. 

As discussed earlier, most household and 
establishment surveys which are broad in scope 
are not particularly good sources of health man- 
power statistics, but they, logetlier with selected 
administrative reporting systems, may al.so be 
useful as sources of name-address lists. Some 




9 



examples of these potential sources include the 
Internal Revenue Service returns which carry 
name, address, and occupation. The returns or 
address lists for the Censuses of Business and 
of Governments identify the places of work of 
many health practitioners. Ihe Kaiional Scitmcc 
Foundation has developed biennial lists of scirai- 
tists, many of whom are in health fields. The 
Bureau of Labor Statistics has <|uesiionnairc 
returns from its surveys of employment in State 
and local governments. The form:> involved in the 
administrative functioning and in the surveys of 
the Social Security Administration mi^l also be 
processed to provide lists. Records of the Kat- 
uralization and Immigration Service, including 
vi5ss issued and annual alien registration would 
also be a potential sourcefbr obtaining namc-ad- 
dress lists of selected foreign-bom persons in the 
health occupations, ‘Ihis source could be particu- 
larly important for measuring total ph^'Sician 
strength, including the large number of alien 
pliysicians in the country. 

Some private organizations have conducted 
surveys of health personnel which involved name 
and address lists. For example, the American 
Medical Association conducts an annual survey 
to obtain current data on work status and spe- 
cialization. 

One problem, of course, is that the surveys 
or reporting systems usually are administered 
under assurances of confidentiality and even 
name-address lists may not be released. Sec- 
ondly, the health occupations or employment in 
the healih services industry may lack the defi- 
nitional precision required for adequate healUi 
manpower statistics. In addition, there is the 
problem of response errors. For these and other 
operational reasons, it may be difficult to develop 
a system for separating the desired names and 
addresses for health personnel from the non- 
health occupations and industries. In some cases, 
it may be necessary to include ijorderline groups 
to ensure complete coverage of the desired health 
field. 

Often no one list will cover a given occupa- 
tion or occupational group completely. When 
mis situation occurs, enough combinations of 
lists, either overlapping or mutually e.xclusive, 
must be used to achieve the minimally accept- 
able level of coverage, after removal of dupli- 
cates and nonapplicablc cases. The level attained 



by this method may be dcicrmincd ty proper 
quality control procedures, 

lT:ese name-address lists, whcthcrobtained 
from ^atc licensing agencies, specialty boards, 
member^ip lists, graduation lists, list ho us es, 
city directories, generalized housdsold surveys, 
or administrative records, may provide basic 
frequently and geographic distribution statistics 
and possibly other information. Probably equally 
important is their role as mailing lists to obtain 
detailed information about the practitioner and 
his practice. Once a list has been established 
and evaluated as relatively complete, it can then 
form the basis for a dolled census or a sample 
survey of a health occupation, if these surveys 
are to be recurring, the mailing lists may be 
either rcesiablisdicd as required or kept current. 

The sources described above may provide 
statistics on the nature of the current supply 
of health occupations, including numbers and 
distribution from name-address lists and detailed 
characteristics from surveys based on these 
lists. There is also a source for providing sta- 
tistics on estimated future supply. This is school 
records for those occupations with a fairly 
rigidly prescribed and specialized course of 
training or education, such as in the schools of 
dentistry, medicine, optometry, pharmacy, podia- 
try. and veterinary medicine. Attrition rates 
applied to student enrollment at various levels 
for these types of schools will yield short-range 
projections of increments to practitioners already 
in a given profession. Available age-specific death 
rates may be used to determine the corresponding 
losses. Longer range projections involve assump- 
tions regarding the probable numbers of hi^ 
school or university students who will enter 
given professional schools. Probably no long- or 
short-term projection techniques would be valid 
for occupations involving limited or on-fiie-job 
training or for those involving rapidly changing 
functions. 

Because of the dynamic nature of health 
occupations and deficiencies in many of the 
above-described sources, great care must be 
exercised in the use and development of health 
manpower statistics. The Public Health Service, 
as part of its cooperative program with pro- 
fessional associations, is continuing its efforts 
to improve the quality and expand the coverage 
of statistics on health manpower. 
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PHYSiCIANS 



Christ N. Theodore, M 



Because doctors of medicine and osteopathy 
play an important role in die production of health 
care services, there is considerable emi^asis 
placed on physicians in the study of health man- 
power- The physician’s traditional role includes 
not only the performance of examinations and 
diaconostic, surgical, and therapeutic procedures 
but also the coordination or managementof health 
care services provided by others. When physi- 
cians coordinate other health care services, they 
may be regarded as ’’middlemen” charged with 
purchasing services on bdialf of the consumers 
who lack the knowledge required to make such 
decisions- Herbert Klarman correctly has pointed 
out that ’’physicians are called members of the 
health team, but their preeminence as its leaders 
is unchallenged, whether the task is patient care, 
research, planning, or administration.”” 

The double role which die physician has 
played in the health care industry must be con- 
sidered in the study of physician supply, for 
physicians are not sought for themselves but for 
the services which they provide. The main reason 
for measuring the supply of health manpower is 
to determine whether it meets certain demand 
criteria. In this context the examination of past 
and future demand for health care services is 
unavoidable, lest we treat this subject in the 
traditional manner of merely counting the num- 
ber of physicians and comparing this number to 
the number of people that they may be servicing. 
Physician-population ratios may be useful in die 



^Mr. Theodore is Director of the Department of Survey Re- 
search, American Medical Association. 



Study of certain aspects of manpoiver. llic use of 
such ratios alone, however, is nor adequate since 

they do not reflect most of the factors which deter- 
mine die demand for and supply of health care 
service.^. 

DETERMINANTS OF DEMAND 
AND SUPPLY 

During the past 20 y'^s American con- 
sumers and government agencies have divent.'d 
increasing amounts of their annual budgets toward 
the purchase of health care services. Some of 
the factors which have contributed to the rise 
of demand are popidation growth and changes 
in its age and race distribution, increased edu- 
cation and sophistication regarding health, and 
the ability of the medical profession to provide 
more and better services. Of more importance, 
however, are factors which have enabled buyers 
to translate their wants into demand. Among 
these factors are rising disposable personal 
income, widespread health insurance coverage, 
and expanding government subsioies. When con- 
sumer income was low, at almost a subsistence 
level, health care was something of a luxury. 
Now with greater spending power, the consumer 
has accepted health care as a necessity. 

Faced with this growing demand, the health 
care industry responded with an expansion of 
output. The number of hospital beds was vastly 
increased, the output of the drug industry in- 
creased five-fold, and the number of physicians 
exceeded 300,000. The health care industry be- 
came the third largest employer in the economy. 
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‘i1:c triinsitlon hjs been Jifncult >Inci: l*«:J 

ro increase during: a time lyhcn ri:e l*nited States 
ec'^my «ras at hii?j employmcnt- 

Civcn high employment, it uras inconceivable 
that supply coulJ increase without siimificant 
increases in cost. But cost increases could not 
have Iseen translated into price increases unless 
enough consumers and government agencies were 
able to buy the additional output at constantly 
rising prices, Ihus, pressures of dcm-i *J against 
supply have been the critical factor in producing 
price increases. All evidence secrnis to support 
the thesis that dm industry, or at least major 
segments of ii, did not expand "fast cnou^,'* 
Rapidly increasing prices were the result, espe- 
cially for those components the supply of which 
tends to be rigid and which require highly trained 
medical and allied health personnel. To econo- 
mists. the term ‘"rapidly inert^sing prices” is 
synonymous with an imbalance between supply 
and demand. Today, tiiere are very fc\v who argue 
that die present supply of health personnel and 
particularly of physician services is adequate. 

Because this shortage of physicians has 
developed over a long period of time, we need 
not devise intricate methods to measure supply 
avid demand in order to confirm the magnitude 
of the imbalance. There are enough indicators 
which substantiate its existence, Elton Rayack® 
arrives at an operational definition of this short- 
age on the basis of die rapid climb of physicians’ 
incomes, increases in physicians* fees, and the 
search for less costly substitutes for their serv- 
ices. i.e., services of personnel widi less training 
and experience. To these indicators wc may add 
die long waiting lines of prospective students who 
wish to enter medical school. 

The problem that we are faced with today 
is how to increase the capacity of the health care 
industry and stabilize prices for health care 
services. Two approaches may be used to achieve 
this end: first, increase the number of physicians 
and, second, expand die productivity of existing 
manpower. It is necessary to do both if the supply 
of health services is to meet the growing demand. 

It should be noted, however, that the latter can 
be a long term approach involving the evaluation 
and, to some extent, the reorganization of the 
present system. 



MEASURING PHYSICIANS* SERVICES 

MiHhods arc needed to meagre changes in 
(1) the supply of f^ysicians and (2) their produc- 
tivity, The first calls for a master file on ph>^si- 
cians with demographic, biographical, and pro- 
fessional activity information. The second calls 
for special surveys of the physician population 
for die collection of utilization and financial data 
by ty'pe of practice organization for the study of 
productivity. 

The remainder of this chapter discusses 
methods ivhich the American Aledical Associa- 
tion has adopted to meet the above two require- 
ments for measuring the supply of physicians’ 
services and describes the Association’s data 
gathering efforts. Although this discussion centers 
on doctors of medicine, it can be applied to doc- 
tors of ostecpadiy. Tables 2-6 at the end of this 
chapter present numbers, distribution, type of 
practice, and specialtyr of physicians— M.D. and 
D.O. 

Physicians* Records Service 

A master file on M.D,*s has been maintained 
by the Physicians’ Records Service of the Ameri- 
can Medical Association for many years. It has 
included information on every physician in the 
United States and on those graduates of American 
schools who may be practicing overseas on a 
temporary basis. The file includes members and 
nonmembers of the Association. It also includes 
aliens residing in this country. Inclusion in the 
file starts during the medical school phase of a 
physician’s career or upon his entry into the 
country- The master file is divided into two sec- 
tions: (1) the current records of professional ac- 
tivities and (2) tiiehistorical records. Thecurrent 
records are computerized with a closing date of 
December each year, and tabulations are prepared 
which are published in the Dislribidion of Physi- 
cians, Hospitals, and Hospital Beds in the U.S. 
This series presents the number of Federal and 
non-Federal physicians by specialty, activity, and 
location. Comparable data are available starting 
with the year 1963. 

The historical records are currently being 
computerized. They will comprise an additional 
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:>ourcc for manpower studies w3;en they become 
available for analyses in Anion|[ iJie more 
important information included in the historical 
records arc: place of birth; previous professional 
addresses and licenses; and year and location 
of postgraduate training, i.e., internships and 
residencies, including fields of specialization. 
Sucli data will facilitate studies of geographic 
mobility and specialization trends in medical 
practice. 

Reclassificaiion of Physicians' Records 

Since 1965 the AMA Department of Sun^ey 
Research has been engaged in efforts to update, 
improve, and expand the existing information 
in the current records of professional activities. 
As part of diis pursuit, consideration was given 
to the recommendations of the United States 
National Committee on Vital and Health Statistics, 
published in PUS Publication No. U25. Umled 
Stales Statistics on Medical Economics. It is 
generally agreed that, in order to provide a 
satisfactory description of the role of jAysicians 
in the production of health services, the following 
information should be available: 

1. geographic location, age. and sex 

2. specialty (primary, secondary, and ter- 
tiary) 

3. professional activity (full-time and part- 
time) including patient care 

4. type of practice organization (solo, part- 
nership, associate, group, other) 

5. employer and mode of remuneration 

A review of available studies conducted by 
the Association and an examination of the systems 
and methods used by the Physicians* Records 
Service disclosed that the records meet quality 
standards with regard to age. sex, geographic 
location, and employment information- However, 
six important limitations of the present system 
were noted: 

1- the existence of categories which are not 
mutually exclusive, resulting in a con- 
fusion between activity, specialty, and 
employer classes 



2. lack of a criterion upon which to base 
classification 

3. the necessity for die respondents to 
choose unique categoriesforthcmselvcs. 
especially without a criterion for selec- 
tion 

4. the questionnaire us(^ for compiling the 
master records did not provide a func- 
tional or operational breakdown of ac- 
tivities — patient care, training. adminis- 
tration. medical teaching, and research 

5. the date of the most recent update of each 

individual record is not knovm 

6. the response rate for the annual verifica- 
tion is not known 

Ihe elimination of the limiting factors in the 
present system will increase the validity and 
reliability of physicians* records and facilitate 
die classification of manpower into more func- 
tional categories- This calls for the develop- 
ment of a new system for the reclassification 
of individual records. Such a system is currently 
being implemented by die Association. It was 
developed after extensive consultations with the 
National Center for Health Statistics, the Divi- 
sion of Demographic Surveys of the Bureau of the 
Census, and many organizations using physicians’ 
records. 

A new questionnaire has been adopted for the 
annual verification of physicians’ professional 
activities (exhibit A). The "Record of Physicians’ 
Professional Activities,” as it is called, is divided 
into three discrete sections — professional activi- 
ties, specialization, and present employer. Mu- 
tually exclusive categories have been developed 
widiin each of these sections, and definitions are 
provided wherever necessary to aid respondents. 

The number of hours spent during a typical 
week of practice is the criterion adopted for 
measuring activity status of physicians. This 
criterion was chosen as more suitable for more 
response, rather than other measures such as 
income or number of patients seen. Therespond- 
ent will enter the number of hours in all appli- 
cable categories, and the final classification will 
be done through computer editing instructions. 
This procedure vvill eliminate most arbitrary 
decisions by the physicians or the AMA staff. 
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Finally, folloivup procedures have been iii- 
sticuted to raise the response rate of the annual 
survey. The record of each physician will be 
Jated to reflect die last update of his file or the 
last substantial change in eidier his activity, 
specialty, or employment status. 

Thus, additional information is being gadiered 
for die accurate classification of each individual 
in more functional categories. Information will 
be available by December 31. 1968. on die num- 
ber of hours which physicians spend in as many 
as 7 types of activities. 3 specialties, and 10 
employers. This is more information than has 
ever been available on professional activities. 
At present we knoiv only what physicians wish to 
designate as their primary and secondary spe- 
cialties. dieir primary activity, and only their 
primary employer. 

The new system will identify physicians 
engaged in direct care of patients. ’’Direct care” 
means seeing patients, but it also includes pa- 
tient services by such M.D.*s as padiologia ts and 
radiologists. The majority of the physician popu- 
lation (including interns, residents, those in 
office practice, and full-time hospital staff) fall 
into this category. ’’Full-time patient care equiva- 
lents” will also be developed from those physi- 
cians primarily engaged in other activities, such 
as teaching, research, or administration, but 
who also see patients. 

Pilot Study Results 

A study was conducted to test the above 
recommendations and the proposed questionnaire. 
Questionnaires were mailed to a simple random 
sample of 4,994 physicians. Of these 40 were 
undeliverable, leaving an effective sample of 
4,954. By the cutoff date, 4,494 (90.7 percent) 
usable responses had been received which were 
then machine edited. They resulted in 4,274 
(86.3 percent) acceptable records which form 
the basis for all tabulations. The results of this 
study bear out the need for a criterion for classi- 
fication if the records are expected to describe 
the fields of medicine in which physicians are 
actually practicing. The pilot study has demon- 
strated that it is possible to distinguish between 
activity and employer, or place of activity, and 
that the "number of hours spent during a typical 



%veek” is an appropriate criterion for classifica- 
ticn. 

Changes in activity classification . — A one- 
for-one comparison between the activity' carried 
in the master file and tiiat reported in the ques- 
tionnaire is not possible because (l)tiie question- 
naire distinguishes between activity and type of 
employer and (2) the questionnaire includes ac- 
tivities which were not previously recorded. 
All possible activity comparisons between the two 
systems, projected to the total physician popu- 
lation as of December 3 1, 1966. are presented in 
table 5. 

Projections to the total physician population, 
on the basis of the pilot study results, show a 
marked decline (60.0 percent) in the number of 
physicians in ’’medical teaching.” Many of those 
who were previously classified as teachers, be- 
cause they were employed by medical schools, 
will now be classified in other activities (e.g.. 
research, administration, and patient care), on 
the basis of the number of hours diey spend in 
each activity. ’’Medicalresearch” and ’’adminis- 
tration” show increases of over 100 percent. 
Substantial increases are also noted in the num- 
ber of interns and residents. 

^n attempt was made to estimate the change 
in the number of physicians in patient care, 
although such a category has not been a part of 
physician records. This comparison is further 
complicated by the existence of the ’’full-time 
hospital staff’ as an activity category in the 
records and a type of employer on the new ques- 
tionnaire. Some of these physicians indicated, on 
the new questionnaire, patient care as a primary 
activity, while others indicated research, admin- 
istration, or other activities. 

Changes in specialty classification. — Com- 
parisons were made between specialty as re- 
corded in AMA records at the time of sampling 
and specialty as listed on the new questionnaire. 
A one-for-one comparison was possible in this 
section, although the physicians were given the 
additional choice of a third specialty'. Three 
basic comparisons were made: specialty in AMA 
records and that designated in questionnaire, 
specialty designated as primary in the question- 
naire and that with the most hours, and primary 
specialty in AMA records and that with the most 
hours on the questionnaire. 
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Only the comparison between the master file 
and the specialty with the largest number of 
hours reported on tiie questionnaire is shown in 
table 6- A few categories showed decreases, 
notably unspecified, general practice, and oto- 
laryngology. The nM decrease in the number of 
general practitioners may be due to the general 
tendency toward increase specialization. The 
decrease in the number of physicians whose 
specialty was unspecified is the result of more 
physicians responding to the specialty question 
rather than leaving it unansw'ered. 

Net increases of more than 1,000 physicians 
w'ere noted in die number of obstetricians and 
gynecologists, ophthalmologists, and orthopedic 
surgeons. The increase in the number of physi- 
cians (3,754) who reported specialties not recog- 
nized by the Association further confirms the 
general tendency toward specialization. Such 
specialties will be reviewed for possible inclu- 
sion in future tables on the distribution of medi- 
cal practice. 

The Periodic Survey of Physicians 

The Periodic Survey of Physicians (PSP) 
was initiated in 1966 by the Department of Sur- 
vey Research for the conduct of special studies 
to gather information on (1) the number of patients 
that physicians see in the office, hospital, and 
other locations;(2) the reasons for which patients 
visit physicians; (3) special procedures per- 
formed; (4) the hospital affiliations of physicians; 
and (5) their years of practice, hours worked, 
annual income, operating expenses, and fees. The 
ultimate goal is to query physicians on methods 
used to treat approximately 10 conditions, repre- 



sentative of most conditions for which the p;bllc 
seeks care. Such infonnatioE. gatheired over 
several years, will aid in esrablishing an index 
to measure changes in paitenss in medical care. 

The first PSP was cosjducted betureeri Fds- 
ruary' and May 1955, and resuits have been 
published.^ The second PSP was cosiducred fce- 
nveen September 196“ and January i9cS. snd die 
third PSP took place in ihe ^ring of i96S. Data 
from these surveys will be analyzed by type of 
medical practice organization. In fiiis manner 
differences in the productivity of f^ysicians will 
be measured. 

SUMMARY 

The present imbalance between the supply 
and demand for physicians* sendees can be cor- 
rected by increasing the number of physicians 
and expanding the productivity of existing man - 
power. In order to estimate the amount of increase 
in numbers and to evaluate the relative merits 
of different systems of health care, it is neces- 
sary to measure the supply of |*ysicians and 
their services. To do so we must have (1) data 
cn the number ofphysicians by specialty, activity, 
and type of employer and (2) data on the utili- 
zation of physicians* services and on changes in 
their productivity. The AMA has embarked cn a 
program to obtain this information by expanding 
its master file and throu^ the development of 
special surveys. When this information is avail- 
able, those who set policy will have more facts 
on which to base objective decisions, and the 
profession will be able to reappraise the ti'adi- 
tional role of the physician in the health care 
production process. 
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Table 2 



. Physicians in relacicn ix» pcpuLacion: selected years, 1963-67 




*A11 data as of December 31. 



^Includes non-Federal physicians in the 50 States, District of Columbia, FiiertoRico and other 
U.S. outlying areas (American Samoa, Canal Zone, Guam, Pacific Islands, and Virgin Islands); 
those with addresses teiaporarily unlaiown to the American Medical Association; and Federal 
physicians in U.S. and abroad. Excludes physicians with temporarily forei^ addresses. 

^Includes civilians in 50 States, District of Columbia, Puerto Rico and other U.S. outlying 
areas; U.S. citizens in forei^ countries; and the Armed Forces in U.S. and abroad. 

^Includes those in solo, partnership, group, or other forms of office practice and those in 
hospital-based practice — interns, residents, fellows, and full-time hospital staff. 

Sources: A.M.A, Department of Survey Research: Distribution of Physicians. Hospitals, and 

Hospital Beds in the U.S.. 1967: Reeional. State ^ Countv. Metropolitan Area . Chicago. 
American Medical Association- 1968. Also prior reports . 

A.O.A.. Membership and Statistics Department: A Statistical Study of the Osteopathic 

Profession. December 31, 1967. Chicjgo. American Osteopathic Association. June 1968. 
Also prior editions. 

U.S. Bureau of the Census: Population estimates. Current Population Reports. Series 

P-25, Nos. 238, 272, 273, 283, 324, 327, 358, 383, 386, and 392. 

U.S. Department of State: Annual Report on U.S. Citizen Personnel and Their Depend- 

ents - as of March 31, 1967. Also prior reports - 
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! -s»2i 


1 119 


2.592 


2.240 

1 ^ 


352 

1 


106 


ianvmai— — — — — — — — — 








1 , 

ll.hU ' 


2.933 

18,716 


1.7i»b 


169 


147 


2.555 


! 2.422 ’ 


! 133 


12S 


Vi 

Pennsylvania | 


17.163 


1.565 


161 


16.601 


I ^ 

j 15.350 


1,221 


143 


Rh<«!e island < 


1 e-4 

t o#> 


l.-i33 


; 1.349 


54 


164 


1.325 ; 


i 1.255 

[ 


70 


151 


South Cartel ina ^ 


2,526 


2. ill 


j 2.105 


6 


54 


1,910 ^ 


! 1.906 

i 


4 


76 




^67 


575 


1 535 

{ 


37 


56 


533 


1 303 1 


30 


50 


aouLn — 






3.SSS 


it iiOT 


4.431 


66 


117 


3.997 i 


1 3.946 

1 


51 


104 


ienmessee— ———————— — 




Texas ; 


1 ltt.6S7 


12.371 


I 

1 11,760 


Sll 


115 


11,333 


1 10,644 


659 


106 




l.Olt) 1 


1.363 


i 1,346 


19 


134 


1.303 1 


1.155 ’ 


i 17 

1 


115 


1 

Vermont j 


I ilfe 


790 1 


745 ' 


45 


190 


621 


590 j 


1 


149 


Virginia 


4.3^9 


S.IS3 


5.147 


36 


119 


4.566 


4.535 


1 25 

1 


105 


l^ashington— — ] 


1 3,029 


4,725 


4.515 


210 


156 


4.L33 


3.973 

I 


i 160 

! 


136 


Vest Virginia 


1,797 


1.S70 


1.756 


114 


104 


1,659 


1.590 


99 


94 


Wisconsin — 


^.IS5 


S.21S 


5.03? 

A 


ISl 

1 


125 


4.693 


4.539 


154 

e 


112 


Vyoming 


311 


j22 


3D9 


13 






COO 






i 

f 

?*uerto Eico J 


2.62^ . 


2.03C 


2,036 


- 


76 ; 


1,336 


1.536 ^ 


- 


68 


3 

C.S. -Allying ] 

areas \ 


296 


203 : 


203 




69 1 


151 1 


131 




61 
















: — ^ — — _■ J 





^Excludes F<rdcr4l physicians i2J.S^2 M-D- *s and IJ2 0.0- ‘sj and 1.660 with addrtjsscs tcc^rarily 

unknown to the A.M-A. Includes i*2»,i9S inactive physicians CI2,o9B H-D-*s and 1,300 D-0-*s). 

^Includes islJ non-Fedcral physicians in office practice as well, as those in training: pro^ass and an 
£uiI*tLsje ht-^spitai staffs liho see patiejits. Excludes 30^145 nan-Federal K-i>-*s f II. 166 on joedical sch^iI 
faculties; 2,729 in administration: 3,352 in research; and 12,395 in inactive status), and 1,660 vith 
addresses teiqiorariiy unknov:n to the A-K.A.; and 1,666 non-Federai 0-0- *s (17 in administration; 127 on 
college faculties; 62 in miscellaneous activities; and 1,300 in inactive status); and 736 idiosc status was 
not reported to the A.O.A. 

^otal includes 775 D-0-*s in training programs and 131 in professional full-time hospital positions, for 
whum distriuutic>n ay State is unavailaiile. 

Sources* A-K-A- Department of Survey Research: Distr f t^ution of Pln^sicians, Hospitals, and Hospital Beds 

£-:> the e-S-- 1967: Regional, State, County. Ketropulitan Areas , by J. K- Haug and C. A- Heback- 
C^^icago- American Kcdicai Association, 1963. 

A.O.A. Kes^#ersh£p and Statistics Department: A Statistical Study of the Osteopathic Profession , 

Deceaher 31. 1967 . Chicago, American Osteopathic Association, June 1963- 

U.S, Bureau of the Census: Papulation estimates. Current Population Reports . Series P-25, Ko. 

38Q, Iwcv- 1967 and JCo. 392, Kay 1968. 
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. a acta^itv ?ri=aj“. s?t^-ialtc u*t ph.'sicia-i: l«iir«^r 5i, 




'includes laedicisi school faculty, adsilnlstratlon, and research. 

'Includes 891 vith pr-acCice iinitcd to nanipuLative therapy, 
in c^phthaliaoic^v- 

Scjurces: A.M.A. Department of Survey Research: Dlstrlbutlen of P h'/slcians, — Hospita'-. and Hospital 

Beds in the U.S. Vol. I. Chicago. .American Kcdical Association, 196/. 

A.O.A. Kcisbership and Statistics Department: A Statistical Study of the Oste opathic Pro- 

fession. Dccerher 31. 1966. Giicago. American Osteopathic Associaticn, June 1967. 
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Table 5. Pilot study results oo activity o£ j^ysiclats as c£ Decesocr 31, l9bS 




’Activity classification based on largest nusber 
flatcd to full coverage of ail M.D.'s, 

-Ercoc due to rounding. Extrapolations verc made 
to obtain the total numbers of physicians. 



of hours reported on 4,274 questionnaires, in- 
on each category; categories vcrc then sunnjcd 
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Differ- 

ence 



fable b. Pilot sttsdy resales on specialty of j^ysicians as of 31, 1966 



Specialty 



records 



<^estion- 

nairc* 





300,411 


300,376 


^ "35 


To2usl physiciisns— •” 


24,871 


13,877 


-10,994 


Unspecified 


781 


1,172 


^ 391 


Allergy 

Anesthesiology 

Aviation asedicine 


9.432 

361 

2,193 


10,213 

1,172 

2,583 


+ 731 

- 3 - 811 

^ 390 


Cardiovascular 


761 


931 


- 3 - 150 


Child psychiatry 




541 


+ 541 


Diagnostic roentgenology 


2,884 


3.274 


^ 390 


Dermatology 


88 


90 


+ 30 


Forensic pathology 


781 


1,081 


- 3 - 300 


Gastroenterology 


65.542 


61,457 


- 4.085 


General practice 


29.257 


29,947 


+ 690 


General surgery 


40,100 


40,310 


^ 210 


Internal medicine 


2,253 


2,403 


^ 150 


Neurological surgery 


2,483 


2,403 


60 


Neurology 


18,804 


20,516 


+ 1,712 


Obstetrics and gynecology 


1,622 


1,172 


- 450 


Occupational mcdLcinc " 


8,290 


9,522 


- 3 - 1,232 


Ophthalmology 


7,600 

5,857 


9,04i 


T 1,441 


Orthopedic surgery 


5,377 


- 480 


Otolaryngology 


8,411 


8,981 


-3- 570 


Pathology 

Pediatrics 


18,383 

60 


19,254 

90 


-3- 871 

+ 30 


Pediatric allergy - 


361 


300 


61 


Pediatric cardiology 


1,412 

1,262 


1,472 


+ 60 


Physlcdl sDcdicine and rehabilitation 


1,562 


+ 300 


Plastic surgery 


481 


391 


90 


General preventive saedicine 


631 


691 


~ 60 


Colon and rectal surgery- 


20,426 


20,666 


+ 240 


Psychiatry 


1,412 


2,043 


+ 63i 


Public health 


1,202 


1,322 


~ 120 


Pulmonary disease:>-^ 


10,723 


10,603 


- 120 


Radiology 




150 


+ 150 


Therapeutic radiology 


1,772 


1,652 


120 


Thoracic surgery 


5,437 


5,857 


+ 420 


Urology 

Not recognized " 


4,506 


8,260 


+ 3,754 



‘Specialty classification based on largest nuober of hours reported on 4.274 questionnaires, 
inflated to full coverage of all M.D.'s. 

"Error due to rounding. Extrapolations were niade on each category, categories were t en sunnne 
to obtain the total nuobers of physicians. 
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EXHiBIT A 

omaM. RECORD — IMMEDIATE RE5POSSE REQUESTED 

RECORD OF 

PHYSICIANS' PROFESSIONAL ACTIVITIES 

DIRECTORY OF PHYSICIANS 



A»ER3C/Uj ASSOfTJkTION 

535 n. Oc2:t>ora Street 
e05i0 

Dc 4I* D43Kt«6r; 

li !•- • 2 ript*Ti 2 i;X iha* y^na -zomplcJc this qtac^iic^nnairc iiamfdiaidj Dxin^ your oSml record Qp^cMiaic 

«• liai u - »ill iaax ihc corrcci and oOTcai iafcsraaiiiwi for ihc priming of the 1969 AMA Dire^cn.’. 

Infurjiaijon from lfai» record tmII he elili/cd w describe she disTribnliom of phtridans and lo analyze 

bcalib manpover. 

Ihank yoa. 

Instructions 

!. Wcasc answer cveiy question on ibc feaas of your citrr etit professional actiriiics. 

2. Cpon complciion, return the questionnaire at your ccrlias possble ca m-aiicncc, u«as the pre- 
addressed envelope. 

Contents 

The questionnaire is divided into three sections: 

I Pmff/rdonal AcimCcs. intended to clasrify each physician under the tvpcs of activities in which he 
spends most of his time during an average treek. 

II Spedalizaiion. intended lo find out the amount of time each physician spends in his major field of 
specialization. 

III Present Employer, intended to clasafy each physician under the type of piaclice organization or 
eniploycr according to the number of hours spent per average week under various practice arrange- 
ments. 
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- PROFE^IONAL ACTiymES 

f-IrM* rRESENT au^amitnu in iadifaiic^ ihr^zt^a^e num- 

htt&l hv 2 XT% %pnd dminfi a i%f^^ snrrJL Tlrair axn^rt CTERV qocflaon l-S. If voa 
nta >prad 3«n‘ boats aa anv sciitin* brltnc; >o isdtaatc bj cbaiJEsj; 

ibc bow «3r>5j?iaiiix^ boars per xw|nC3i1 nvt5J*“ 



%. ilow DS 2 SX Ikws per ■tttel arc vot beisji is2&uw5? Clnlcratw rcsadcrilj^ or StSom} 
In£acc niicibcr vm arc • O faxers * rcsadcni • t J 



C^eroof 



«t^o«S4 



Hem* sjaay boars jw •acci do loa 5pc n d its PRACTiCE INVQLVIKG DIRKTT 
CARE PATIESTS? Ibicxr care jacans sewoj p^airJSs; baaever. ix also aachxdcs 
paiatnl smiccs hv sadi pij’iamtM as pa2bciL*p«s aaJ rafi<sXop»ss. &r!afr race is 
jfg f rr f rrji r«r ^cfccrdk> iar^u^r sr/eit^l laar itfoJ £rear 57 V*! ^na ioytxg ezi €f^tr 

wir^X. nmn rtZfji asS& ir-oar juolecu^ ........... — - ----- 



C^creexf 



ttrs, 



HcfU’ raaaw boarv per vr^Ts. do job spend caa Af ^MlKiSI fcATIV E ACTIVITIES, 
AS A SIAI-T JiPJSmm OH ^ECLTIVE OF AN ORGANIZATION? EreZa/r 

r«ar Js/^ror r« rrp«r^ «a2r xnene^mrsa ^ yaarr ws prxic^ 

iifr isduSr €»ssrc:cd rXir io^rriasictdisnz ^ jccJ <ir«c5ta£rrcr ^ a AngtCaJ or 

xcfcrf iraii /coSry ar c£rs<y, tSxic ar crajT^. «r x»» rfcir.'y ^sattxzcTiOB #/r arfaefc y«t 

5a7cf2C<5 aj ca areo5c0r ar 52 ^ flcreafrr-- . - • - --------- 



tjreroef 



tas- *»• 



iloA' sa^y hoars per wxT^ do yoa spend «n MHDICAI- TEACHING? /cr2air 

jy«fr? rs c5 se prcp&TjBSuoz §*v ssH^ctif lai^ibi sc at^ccJ ^sSsOfflx, asts^f 

*chrr httsjtCiJ schtuUK h^tfpaclsi ccSlrtciL s/mrr0^<^ «r ictrr »chrr </anea<tsef szs rt u^ 



OF THESE HOURS how many do yoa spend on diiccl care erf paxicn:^ 

i2ttffv^ sitsf £fT^c£ Sit psCsdS fjsTi hretse sss§ ssedtr yiotr sstptTtiSiPC.m . - • . - 



X^itSOClT 



UrcrooT 



hrs. *•* 
l:rs. 



in 'xic^ 7*^s»Wr ^itlcp htctri ^pccs in Srcaac^ end rexenh. please da COJ 
dtsxhSc«nan sech hemrsi. i$LS rspe^ shm irnsrad sn she teas: cpp^cchU ceSrpSfrj^ 



5, Hinr su:tst% hems per wrdc do ycni spend on MEI>ICAL RESEARCH? AUpSicsescj 



smrctpadns nrduxH pttddans rrcarJlrss td sajtfrr aj istnds $ar seek ieseerrh. C^C^OCf fcrS- 

OF THESE HOUitS how mssty do you ^^end on dircci care of paijcat<? 

iU%iu^ slme devicrd la pasircs MC hy house sut3 under yhut supasndoc ^. ... - O cr hrS- 



6- lf«m* manv hours per wed: do jou spend s^n any OTHER medical acxivixics fisoi 

etfwv-i INVOLVING DIRKT CARE of paiioxu?- Cireroor _ . his-«»2^ 

7- Hou* many hc*nrs per ■wee* do you spend c*n any OTHER medical acritiiics (mi 

Uffed cfHfvrl NOT INVOLVING dircci care of palieniS? Dieronr-^, Krs *=•• 

H- Aboui how many hours per •-reck do you spend in A! J PROFESSIONAI- 

ACTIVJTIES? Dreroer- his. 



If you have thrtked ^icto^ on qtaeslion S, or if none of ?hr alKivc oiq^orics apply 
to Tou. please answer question 9. 

9, Arcy«rtj: *n RETIRED - Q SEMI-RETIRED OISAHLED 

- □ TEMPORARILY nol in practice 
5 pj Not active for other reasons Cplriire deserihe) 
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!L SPECIALIZATION 



I. P3«« «o be DESICSATEIJ IS TIIE A31-A. DIRECTORV ^ 

ntunnal “i' nrxt u> »«ir /aiauar *prdelif. ssnd the jwmbrr aj hmxrt tjtna ^ 
nu«c«l -r ««* t«,r ir,a«dcry *prdcHy, m»A only one *«aadn«y »p««!«y d nnj. Cnx 1^ 

numhrr 10 / hwtJ% spfni per zneeh* 



H*ci* 

*‘ 3 **y fcmu y 

rr*Srcimfi*<y 



Antsf^y 

A 

Ase$^he:.icAocy 
Jkwtutsi V<ei3ic^e 

AU 

C*rfliwitcsrtar Otsci^e 
C 9 

Chiij3 

Ceflea Kcda3 Sis’CCry 

exs 

Denn^teaos/ 

9 

OiJsrawtic Rocsile^ootory 
9» 

foren^c PAtheflesy 

w 

CJdroe»:er^9£y 

cc 

Ccacrjil PfAttice 

cr 

Cfsacjail Si3r£€sy 

c% 

iT^emal Medictnft 

2 M 

rJ«3rolo|?c2l SvT£tr)f 
JtfS 

HecroSasy 

j* 

Ob^tdneS iad CynCCCSogy 
OM 

O^hlhilooSo^y 

<»« 



2 >C«lCQid 09 

-T"Fi5sn»sy 
rr* SecpadBJy 




Hosts 

Par 

WadL 



Orthopedic Sic^eenr 
css 

Ot£i3e:Tn£C)Sp£y 

0X0 

Prthoaocy 

PXH 

P^dietrtes 

PD 

Pfcdatnc Anercy 

PDA 

p^atne Cerdiailosy 
PDC 



Pby^cel Mediooe aad 
Rdabildetxon 

PM 

PUstxc Sargery 

PS 

Pieifcaiiye ViCdioae 
CGeaerxI) 

CPH 

PsycJ^try 



PoliJjc Hezilth 
PM 

Pdlinoraiy Oiseesc 
PUD 

Redioaogy 

Thcfjpertic RidioJ^ 

TR 

Thoredc Soise^y 
TS 

yrdo^y 

u 

lYiaiety speca31y not ItfSed above 



lSp?X 4 Jjfl 

Secondary speedty not lisled above 



CSpect^il 



•» In addii'KO u. vour primaiv and sccondan? spcdallics indicated alxnc. do vou have 
spTrtsJnrt ef HfSrJ ir. ihr ^3fwf- - 



Yes 3^ Uo 



If rrx specify u*ich spcdaliy:. 



hrs. per *wcei. 



KOIW 

ratvtoL 



I 



IIL PRESENT EMPLOYMENT STATUS 

Pirate Lidirsir ii:r ciuxirm izttxc&rr o/ hoxars ipctit f»cr ixrck tar (be follcmis^ 
of cmi*iunn%. Pirate anMter £V£KV qursxion l«10. Ef do not spend anv boms for 

ant onr of ibe follcn^j; cmpScncxtLso indicate by cbcclii^ (be txi« deM^aaiiz^^/en> 



buoss I n typiod urekT 

i. StSf: “solo"* pjacikc D?cioor._„. 

2- Sc^; pannerd^ piaciicc OzJtroor * to. <2# 

3. Ar?a^*cmcal «iih oober jphyddasU)* nr!a-|X'?ap Qztrooi . tou *>♦ 

-2, Grocip j^adicc O 



A’enrir <»/ ^msip. ^ - -- - - — 

caress - - - ^ . , ■ , 

dir ^ - - - stale . _ — dp. 



5 . 

6 . 
7 , 

9 . 



MHDICA!. SQiOOL (or pzrcnl uEh'crsaly) 
NON GOVERNMENTAL hospital 



City ofc(:5uniy5<n"«nnscni a. HOSPITAL 

b, OTHER (ban hospital 



Slate gorentment 
i rdend savcnMncnt 

'1 

Indicate ubirh agency: 



a. HOSPITAL 

b. OTHER ihan bo^Usl 

a. KOSPHAL 

b. OTHER (nan hospital 



n Amy 

s 

n ^iavy 

3 

O Air Force 



O Health Serwee (C-C. & CS.) 

C Veterans ACnnrusiraSon 

5 

O Olher.^ «. - ,- ^ I 

« fSpr&tjr} 



C«*oor 


hrs. 


i2 zeroes^ ^ 


tou •<* 


O aero or 


hrs- «»* 


C zero or _ 


lafS. 


n zero or 


hrs. «»* 


O zero or. . 


hrs. «»•* 


02»oor. 


hrs. ***, 


D zero or . . 


hrs. **=« 



<S3« 



HlO'IHIilt ORGANIZATION — Not listed above feU syrts inuxroice earners. 

yhcmscr^sCcS coitzpesscX. corporcuozs. vatuTiSzry eaxadzfititmr. izc£cat sodciits. axsed^ 

£S:rJii. tie.) Cizeroor. hrs. «-■* 



1 



If :hc a^Jrett appearing on ihz label h no! the 
addrett at "alach you «ish to reedve mrJiCexlIy 
rrJasrJ mcirncJ j^catc dww the correct address 
bdow. 

1 

number and street . 



J 



dly. . „ _ state - zip. 
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DENTAL MANPOWER 



Stanley Lotzkar, D.D.S.j M.P.H^ and Denald W. Johnson, D.D.S., 



Continuing reappraisal of the Nation’s dental 
resources is necessary’ for early identification 
of emerging resource problems and development 
of effective remedial-action programs. Essential 
to any such evaluation of resources, however, is 
a reliable source of data upon which manpower 
assessments, trends, and projections may be 
based. Only within the last two decades have 
reliable source data on numbers, distribution, 
and professional characteristics of dental man- 
power become available on a nationwide basis. 

SOURCES OF DENTIST DATA 

The first official count of the number of 
dentists in the United States was made during 
the 1850 census, and the U.S. Bureau of the Cen- 
sus remained the primary source of national 
dental manpower information until the American 
Dental Association (ADA) began publishing such 
data in the 1940’s. The 1850 census counted 
2,900 dentists in a total population of 23 million— 
or one dentist for every 8,000 persons. By 1900 
the persons-per-dentist ratio had improved to 
one dentist for every 2,550 persons, and by 1930, 
the census revealed the most favorable persons- 
per-dentist ratio ever attained in this country — 
one dentist for every 1,728 persons. At about 
this time, advances in the standards for dental 
education resulted in the closing of many pro- 



*^Dr. Ix)txkar is Chief. anc3 Dr. Johnson, .Assistant Chief, 
of the Kci^ourccs Analy.sis Branch. Di\ision of Denial Health- 
Bureau of Health Manpower- Puhlic Health Service. 



priciary schools. These advances, coupled with 
the growing economic problems of the depres- 
sion years, reversed itie trend in the supply of 
dentists. The 1940 census, the last before World 
War II. reflected die steady increase in the num- 
ber of persons per dentist (to l.S"0). a trend 
which continued into the midsixiies. 

Although by 1940. it was possible to deter- 
mine dentist-population ratios on a nationwide 
or State basis, data were not available for most 
States showing the distribution of dentists or the 
dentist-population ratios within various parts of 
the State. Recognizing die need for more defini- 
tive information on distribution, as well as on 
numbers of dentists, the American Dental Asso- 
ciation compiled and published in 1942 its Dislri- 
bulion of Denlisls in Uie Uniled Siales, containing 
a count of dentists (where obtainable) by city, 
counQ', ai]d State. However, it was not until 194-^ 
that the ADA published its first American Denial 
Directory which, together with the Dislribulion 
of Dentists in the United States, has become an 
annual publication. The Directory, in addition to 
name and location of dentists, lists available 
information on age, dental school attended, year 
of graduation, and area of specialization. In 1950. 
the ADA also began publishing every 3 years the 
Survey of Denial Practice, based on sample sur- 
veys of dentists to determine trends in such fac- 
tors as number of patients seen per year, num- 
ber of auxiliary personnel employed, and income 
of dentists. The publications of the ADA and, to 
a lesser extent, publications of the Bureau of the 
Census have provided much of the basic source 
material on dental manpower. 



ESTIAAATES OF 
DENTIST MANPOWER 

Current estimates ant! projections of tlie 
dentist supply are based upon information on the 
distribution and characteristics of dentists con 
mined in the annual publications of the American 
Denml Association. !n mid- 196". there were 
approximately 112.150 dentists in the United 
States, excluding 196 ' graduates. Estimate* pre- 
pared by the U-S. Public Health Sendee, Divi- 
sion of Dental Health, indicate that there were 
90,715 active non- Federal dentists located in the 
50 States and the District of Columbia; about 
".955 Federal dentists in the Armed Forces. 
I’ublic Health Service, and Veterans Administra- 
tion; and a remaining 13.-JS0 dentists who were 
rciircd or engaged in nondental activities. 

llie Nation's supply of dentists in relation 
to the civ'ilian population declined between 19n0 
and I960. Even though the do^vnward trend in the 
dentist-to-population ratio leveled off in the 
midsixties, die ratio still remains below the 1950 
level. In 1950. there were 50 active non-Federal 
dentists per 100.000 civilians, while by 196" the 
ratio had dropped to -36 per 100.000 (table"). 

The dentist-population ratios and, tlicrcfore. 
the availability of dental services vary widely 
throughout the Nation because of the uneven 
geographical distribution of dentists (tabic S). 
In 196". the Northeast Region had the greaiccsi 
number of dentists in relation to population 58 
active non-Federal dentists per 100.000 popula- 
tion-while the South had the least favorable 
dcntisr-to-population ratio of 34. the only region 
below the national average of 46. The two re- 
maining regions. West and North C entral. had 
ratios of 54 and46pcr 100,000 population, respec- 
tively. 

Among the States, New York had the most 
favorable "dentist-to-population ratio of 6". Only- 
four other States— Hawaii, Massachusetts, 

Oregon, and Washington — had ratios as high as 
60. On the other hand, 12 States, mainly in the 
South, had fewer than 35 active non-Federal 
dentists per 100,000 iiopulation with die lowest 
ratio of 23 occurring in South Carolina, 

The distribution of dentists varies widely 
between metropolitan areas and nonmctropoliian 



counties. 1‘unhermore. vi1:en nonmetropolitan 
counties are grouped according to the size of 
their central (largest) city-, the number of den- 
tists in relation to pojMilation declines with the 
si^ of the central city-. Metropolitan areas con- 
sequently havedeniist-to-population ratios twice 
as favorable as rural counties with central cities 

of less than 5.000 persons. 

The median age of non-Federal dentists is 
48 years and ranges over an age span of 5 years 
among die four census regions. The hipest 
median age of 50 y-ears occurs in die Northeast 
Region, followed by- 49 years in the Nordi Cen- 
tral Region- The two remaining regions. West 
and South, have dentists younger than the national 
average with median ages of 4 and 46 y-ears. 
respectively-. 

Aimost ail active dentists provide care to 
patients, but some dentists are primarily en- 
gaged in nonclinical activities, such as teaching, 
research, or administration of dental programs. 
A number of dentists in private practice also 
devote a part of their professional time to teach- 
ing and rese.irch and to voluntary- community- 
services, such as examination of schoolchil- 
dren's tecdi. 

Although most dentists are general practi- 
tioners, the American Dental Association recog- 
nized 9,174 dental specialists in 1966. Over two- 
fifdis— some 4,000— of die specialists limited 
tiieir practice exclusively to orthodontics. The 
next largest group — about 2,200 — specialized in 
oral surgery-, followed by- approximately- 1,000 in 
pedodontics. Only- one-fifth of the specialists 
engaged in one ofthe other five recognized areas— 
periodontics, prosthodontics. endodontics, public 
health dentistry, and oral pathology. 

In 1967, 50 dental schools were in operation 
in the United States and Puerto Rico. Nine of these 
schools have been established since 1950, while 
several others have expanded their training fa- 
cilities, As a result, the number of annual grad- 
uates has increased over 30 percent during this 
period. A total of 3.360 dentists were graduated 
in 196", as compared with 2,565 in 1950. Under- 
graduate enrollment in denial schools reached a 
new high of 14,955 students in the academic year 
1967-68. 
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DENTAL AUXILIARIES 

in aJJji'on i*» U-v »fi?niai ar*»rk force 

jnciuio ihret- jixixi!ijr> »»cc4ipjii<»n siriVjj** — Jen- 
..il hviiiisiisti*. Jenta! a»isuni>. anJ Jenul laho- 
rai'»r\ iechn!csani». in I**/'". l3ie active denia! 
auxiliarv manpa-ver supph had gro-vn toaj^ruxi- 
maielv Iv'.UiJU from aix»uiS3.iK3Uin ai:c*»rd- 
in|i to estimates prepared h> t3:e division of 
iiimta! Health. .^ItfcoUidi nti directories or other 
basic up-t**-date resource data exist for dental 
auxiliaries, information on iiiC nunsiser and loca- 
tion of accredited training facilities, number *»f 
students enrolled, and number of graduates i-> 
available for auxiliaries, as well as for dental 
students, from the Denial Sludanls* Re^isle3% an 
annual publication of lise .American Dental .Asso- 
ciation. 

It is estimated that I5.(MW dental hygienists 
u:ere in practice in l*?6~. bince 1*^50, the numi>er 
of active hygienists has increased by S.00C3. but 
there are still only 16 active hygienists iOts 
practicing demists. iJecause part-liisje emplov'- 
meni is common, lijc hygienist supply is accualiv 
less favorable than the ratio suggests. Ilovi'ever, 
the number of schools offering die dental hygiene 
program has increased significantly in recent 
years, from 3“ in to 6"^ in As a result, 
the number of students in training increased by 
approximateij’ ~5 percent during tiiis period, 
reaching an enrollment of A. 332 students in tlae 
academic year l*?6~-6S ivith l.~2^ in tise !96~‘ 
graduating class. 

.A similar but more dramatic expansion has 
taken place in the number uf denial assistants 
and, to a lesser extent. ti:e number of denial 
laboratory technicians. Approximately ^5.000 
persons were employed as den sl assisiani-s in 
196"^ as c wnpared with only 55,2C<5 in 1950. Tra- 
ditionally. dev.ial assistants have been traint^l on 
the job by their denii&l employers. However, the 
marked increase from 26 to 101 institutions 
offering accrciliied training programs for assist- 
ants during tlie 6-year period 1^61-6“ suggests 
that tlie pattern is Ijeginningto shift toward formal 
education. ! ifty-onc of these di training pro- 
grams, or half ol all the programs, were added 
during the last 3 academic years. Ihe number of 
students in training increased frc?m i.lSl in Uic 
P?6l-62 academic year to 3,Si^ in i‘J6”-68. while 



the numlxrr of annual graduates jiniJiK'd from 31 5 
in I*?6I to in 

1T;e number of dental laboratory technicians 
lias increased from about 21.15UU in l‘^5y t» an 
estimated 2“.0W in I96“. 11:e vast majt»riiy of 
technicians are still being trained on i3ie job. Isui 
the move to formalize i3:eir training progran.s 
has also gained momentum rectxily. CJne-third 
of tiae 15 accredited school-lsased programs in 
operation in I96~ were established during that 
year. ,AIiht»ugh these 15 programs had an cnroli- 
mcni of "2*^ students in the 1*^6“ -6S acadeniic 
year. Uac rapid gains In cnrollnacni have not yet 
been reflected in dae annual number of graduates — 
only 162 in the i*^6~ graduating class. 

NATIONAL DENTAL DATA 
COMPILATION SYSTEM 

The rapid increase in die population.coupicd 
with a rasing demand for dental care in recent 
years, has creaicd tremendous prolalems wiiia 
regard to ensuring an adcrpaaie supply of well- 
qualined dental personnel. The Division ofDental 
HeaiUa is developing a national data compilation 
system that will supplemeni existing information 
on dsc RumlMir. distrilsuiicn. and characteristics 
of the manpower suppiy, as *vcii as on private 
practice characteristics, including utilization of 
dental auxiliaries ami patient service capacities. 
More compreliensive information of iJjis ly^^e is 
needed to provide basic .source material for esti- 
mat ing die ?<ation’s denial manpower training re- 
quirements. assessing the need for continuing 
aiucation and refresher courses, and developing 
denial care prograns.s. 

Under a contract wiiit llae Division, the 
.American .\ssi5ciation of Denial Examiners, 
w'orking through its incn<l»ers — tlic 51 State 
boards of denial examiners, inc lading Ute District 
of Columbia — has csbihlished c national system 
for colIecUng data from all licensed dentists 
and dental hveieni-sls at tiie lime of tlicir annual 
or biennial reregistration with tlic State examining 
boards. 'IT.e .‘rysleni wa.s established for dentists 
Ireginning with Ute |965 reregistration period and 
was expanded in 1^66 to include licensed dental 
hygieni.sts. As a continuation of the system, a 
second sur\'cy of uenti.sts was initiated in 196“. 
it i.s inifndcd that dentist and dental hygienist 
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iSaia iu* c-»lIircicJ }^.*r:aJk*a:lv si» irv£ii^> nuy 



be eaJtaWisilied. 



11:e first i5er.iist suncy is in \*arliaus stai^es 
of conjfJetit n itecause rere^sircili^n »3aies V'^ry 
»ner a 2-year perioJ air.tsss^ liie ^tes. ^!os^ of 
iJie 4*^ pariic 3 }!aiiBg denial ex23nwm^ boards 
mailed ifce survey cjuesiioinnaires i4* ire deniisis 
a.’iib dieir iicense renewal applications. litscli 



dentist risurned the ciwnpietcd questBonnaire tc* 
his Stare esaniininp biEird aliidi. in turn, for- 
warded all *|uesilonn3ires to the American Asso- 
ciation of ilentai lixaminers. llie .Associaiicn 
edits and codes the questionnaires and punches 
iisc- survey data onto cards wiildi are forwarded 
to the Division for madsinc ial»ulaiion. Hie l/i- 
vision isicti tabaiates and snsh-zes the data and 
nrenares a narrative rcpt*rt for tsch Siaie. Iteta 
coilcction Isas ixren c<s2*i5lcted i?* all |sanlcipatssg 
States, while rei’isrts coniainia^ analyses of sur- 
vey resisUs have Isecn prepared for 20 Ststes, 
i^ 3 ta fjxMji the firsi dcjs.ssi sur^’cy present 



3 ratiicj' ileiaiied piciure 
supply wiiliin each Siaie. 



of the current dcttiist 
la addition to the age 



and distriliulion of dessiisis. 
incl:5i5es tlieir current siaias 



this isforarastitw- 
nnd prosi'Ssionul 



activity, such as carit^ for p.^!ier.is or ic^schla?., 
their professional bachground. and scljsiried 
practice ciiaracicrastics, iitciuding area cf spe- 
cialization and oiilizaiion of auxiliary jserstmi^Cs. 



"ilie second dentist survey wsls celiect data Ur 
update ilie count of dentists and to provioe cur- 
rent infornsaiiojj on diesr Ification airJ activii^. 
Kew types of data will a!s» l»e olfiained. such as 
the patient load of dentists and tlseir hygienii»i>- 
durin.g a !-^veek period and die ty|>es of deniai 
services provided to sd3oo!-nge children durtng 



rise same period. 

Porty-ninc States participated in die survey 
of dental hygienists. Since the data collection 
procedure.^ in hygienist survey were p.atterncd 

after diose used in tlie dentist survey, ilic types 
of data coliectcd for active hygienists m^rv 
similar to those c«ljccle<l for demists. I’uture 
career plans of licenst-d hygienists who were noi 
orofessionaily active wcj'c als«3 olzaincd. 

In Ixith the dentist and denial hygienisi sur- 
veys. tiie .State dental ex.amining Ixj;i rds experi- 
enced a very high response rate — alsout'^O percent 
for the dentist survey and almost S.S percent foj' 
tJje hygienisi survey. Many of die examining 



boards are alsi« fusniidiiiig a%vdlai»k* data Ciin- 
rcspiffidecis. .\s a result, these sar\’t.n‘s are rn'»- 
vidisi niore accurate anJ CiUiprehesisive data 
than were previt?asiT available <»n deniisu* asJ 



denial hypeaisis. 

i£ach Stale desiial esaniinicg ixrara will re- 
ceive a reisort ccmain»s3g the basic daia lalwila- 
tfons from both the dentist and dental hygienist 
surveys. Ihese reports iiighiig^ she distribuiscm 
and other selected dsaracieri^cs of tia* curr«33t 
supj^ly of dentists and dental hygienists, such as 
sources of supgjly. age distribuiiren. cmmty d 2 S- 
tributitm, professionai activities, and practace 



citaracieri^ics. 



Sur^’ev findit^s waJi be useful tor prograaai 
planners aatd administraK-rs in estinaating future 
desi-ai nsani^arcr requirensents. Sucli estimates 
bases* >cm survey findings iaai'e already issen 
utilized in several States for piantung new and 
exipstjded denml schcji^is ami addiiiojial dental 
hvgiene ttaising facilities. In addttion. data fnViJ 
the demist ajus dental hygienist sssrvey.s have 
Kus* msed by State planning agcs^cies, such as 
iht»>e isvoHV's^ in Regional Medical I'rsfgratiisand 

Coiisprehensiv'c- Ib.v:! - i*3ansis!g. 

Wlicn tisie data sre available from all States 



sarticipisiiag in ihissa survej’S, me anforniation 
vHI Ise combined to provide the basis for new 
lentisi and dental hygienist i^ource iwsjhs wnich 
vill present uir-to-date national and regional 
fuinmar ies and anaivses of Use demist and denial 
lygieiiist J5tanix»vrer resources, as v.’eii as data 
5IJ Specific State ami metropolitan areas, lo 









data, ends s'espondeai has iscen asked lo provide 
his fwvciai Security sium!»er which will permit 
fisc- identification and compssrison of data sup- 



plied in sulsscqueat .surs-eys. 'ilsrough dse years, 
it sviil then ise possible to develop dental nian— 
po'wer trend data am! to make longitudinal studies 



tif d3e dental pnifession. 

In view of the limited avasiabiisty of basic 
resource data on the two rctnaiising dental occu- 
pations — assistants and technicians it ss indeeu 
unfortunate that Usey are »>! licensed and. there- 
fore. cannot he included in tlie surveys conducteil 
by the State examining !x?ards. i5ecause there is 
no central source, such as the Slate licensing 
!x>ards. for contacting iii! dental assistants and 
|. 3 !K>ratory technicians, survey proceiures are 
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ntiirt •difficult ta tkni;h»r» 

.Vs a firit stsrp, informaii^fn *:boct c.f 

dccLii ji>sisfL2i:ts Slid ic-*:hJ3:cians Is bcis:^ s-4>u;pihl 
fr4#iii ii«:ii.sts %m ihc Mine\ qiioiu^nnaircs 
tu ifccm by State esan^inin^ i«sarJ- f lans arc 
iinucnaray for a foar pilot s^42dics in inilhitfnal 
Slates to *2incfop tcdinj<^•i:!^^s for c<i.4!eciln^ re- 
source data nexrJeJ li* proii^e a sihsisJ basis f4»r 
planning additional training pr«^ra.n> for ti^o-v: 
ts« deniai ausiiiarics. 

It should be poi»:ieJ out that the data nu'a 
beinji coUected caniiprisc a pan of a conjpic- 
hensiie data banV vchivli ariii eieniuaih include 
other iniportani areas of dental manpourcr- In 
addition to reliable data on diSalisis and dental 
auxiliaries, detailed information on spetiali/i-d 
^ouj5s irilliin the dmal irors force is also needed. 
I'or cxantple, as a pan of the overall system of 
dental manpourcr data collection, liic !1ivisit«J of 
I^^tal Ilealdt is also involved in the compilation of 
an annual directory of dnttal school faculty mem- 
bers, I'ndcr a sefsarate contract with ibe Aisaeri- 



can Assi.^iaii!.«3 of LSt:s:iol S,Sx»*-ds. Infermalt*^ 
is beir^ dirielopeJ sfcich *riU be used in ass£ss> 
in^ cuir^ faeolty practices, idestitylng trends, 
prediciii^ Tutcre needs. aeJ echseib^ optimon: 
esc of exis5t2=^ ceachh^ resflurces. 

11^2 naifonal data coIlectS-ais sy siess. sii Cim- 
junetbrn »iih data already availal^^ fesm the 
Amcricaa Dental .\sse^;iatioi! and other seerces, 
holds pr^gnisc of servistg as the fcisid^tioa oi 
future denta! plann;!^ \Vhm folly 

opcratlojej* the system will provide c».s:iini30usiy 
available ln2ormaik=n os .s rai^e topics 

whidt are of ijaerest to varlises pr-^esslonai 
organizaiKsBs, e&icaiiona! isstltirtlrsos, a»?Jgov- 
eminent a^escicsi- 3^5«?reov'er, die sy^siean wili 
permit the use iof ssfhiisiicatcd saavpSina tedi- 
nisucs and make fcnsilsJe sicdies is dejah 
of Subjects sudi iia resirement |s;;serss. irejsSs 
in sjjs^ctall^tatie:;. jH^Gduciivlty. am? migration, 
sd;ich are necessary lo any ria* isnserstandif^ 
isf she M.iiloa’s dental riceds. 
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Table 7- 



S^cxscs ia reiaEs^xi -o Jaiy 1, 1950, 1990, asd ISbJ 



Dentist usd pcpalatioa | 


1 1952 j 1969 


1957 




i 

; 07,164 r 101.947 


112.152 

199.113 


Cssizists^ j 




t T 

i 57.2 j 56.4 

1 ; 

1 i 


56.3 


2>^t3jsrs per * " 



StczLva afin-Feccsvs L j 

lies ij’xisi clvllLaa pc-j^iecLKi *^evS3sds^- 

^x£ive rsKi-r-eaeral jfescLscs pear 1^,$159 civilians i « 9.9 



150.750 i 173,153 193.6&9 



46.4 



46.4 



*E»ci»tles $rs&:stes c£ years 



specified, feyr includes all iJtiicr ^eutiscs, secive or inactive. 



-IsuiSasdes all pexicns in tie Isiited States and is the Arssd Forces overseas, 

Sources: Teiol deatiat data — Sureau of Eccsossic Research and Statistics: Di^rribution^of gen- 

rists £n the 2?aiced State s 4v State, Begloa, Slscrict and County . Chicago. rssDeric^ 
sSSeSr^Associsti^- PmasSi is?ne4 eec unpublished 1967 data. Adjustasmts to csc^ce 
g^icuatascfspecified years njsde by Division of Dsital Health, ^blic healtn Service. 



Active deatl^JC data— estisstes prepared by the Division of Dental Health, ftsblic 
HeiTS: Service. 

Fcssiilatian data — Bureau of the* Cts^siisz Pi^aiation estioates- Current Fooala- 

£io:a Sopot ts. Series ?-25, So. 336, Feb. 1963. 
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NURSING MANPOWER 



Eugeni? Lc^’inc*^ Ph.D., and Eleanor D- Marshall. ‘ 



SOURCES OF NURSE 
SUPPLY DATA 

Data on nuri?c ^sujsply arc ol»iaincJ from ilircc 
main source?;: 

1, Decennial census of the VJ>. Bureau of the 
Census 

2- Biennial estimate pre|jared by tl3C Na- 
tional l.caguc for Nursing, American 
Nurses* Association, American iios|5iial 
Association, and Public Health Service 
(Interagency Conference on Nursing Sta- 
tistics) 

3- American Nurses* Association invento- 
ries of ri^istcretl nurses 

Decennial Census 

The decennial census provides ratlicr com- 
prehensive data on occupational fields. Census 
data pertaining to nursing for il3C years 1*^10 to 
I%0 are contained in liealUt Manpower Source- 
book: SecUon2, Nursing Personnel (I'ublic Health 
Service Publication No, 263. Section 2. revised 
January 1^66) and also in the various editions 
of the American Nurses* Association’s Fads 
About Nursing. 

*Dr. I-fiini* is: Chief of Jhc >lanpo»t*r Xnaivs^is ami Ift- 

s:oarct*s Branch. Diiision of Xarsini:. Bur<*nu of lii^aith Man- 
|»ont*r. I*uh!ic Ilonilh Scnicc*. Mrs, Marshall is Assislanl l)i- 
rtTlor of iho Koscarch and SJalislics Dc}>arlinfnl. -\n.»TJt-an 
Narsfs’ Association. 



Because of reporting errors, adjustments 
have had to be made to improve tlx* accuracy of 
census daia. I-or examj?»Ie. the 1^50 cen-<us c«»i3ni 
of -iCitl.OtJtl total active registered nurses had to 
be adjusieJ doivn'ivard to 3“a,C8t}ti liecause of the 
inclusion of some student nurses in the count. 'Ilte 
I*l6fi census count ®-vas 3S2.00CI, urhich ivas con- 
siderably higher than the Interagency cstitnate 
of SfU.ODB for that year, and there was reastui 
to beliex’e tliat nsuch of tiie higlJer census couni 
was due t<» errors in sampling and reporting. In 
addition to tisese discre|iancies, ollser liniitatiom** 
of census data as a source of nurse suj?j»h dat.i 
include the fact that the data are not categorized 
by field of enspioymeni and Uaej are not axailaidc 
frequently enough to provide current data <«■ to 
lie useful in trend analysis. 

interagency Estimate 

Since 1*552, representatives of ilic National 
lx?ague for Nursing, American Nurses' Associ- 
ation(.\K.\i. and Public Health Scrv’icc have !>ecii 
meeting biennially to prepare an estimate of Uae 
number of registered nurses employed in llie 
United Slates b\ field of practice, 'Iliis group, 
known as the Interagency Conference on Nursing 
Statistics, has released nui'se supply estimates 
for tlic even-numhf*red years 10.5-5-66 and. be- 
ginning in 106”. on an annual hasi -fijibleO). 

The Interagency estimate is prej?ared from 
data for selecting fields of nursing ohiained from 
various sources (tabic iOL I'or some nursing 
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ficl4!>. Cisiinis drcaJfijineJfrt»mciRf!tn».*ri» 
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'nl^^ advantage of the Interagency Cx)nfcrcncc 
on Nursing Statistics’ estimate is that it provides 
a current cstiniatc of nurse supply. Since an 
estimate has l>cen made every odier year, begin- 
ning in 1954, it also provides a time series for 
anal\^in£t trends. 

The liniitniions of the Interagency estimate 

are: 

1. It combines JaLi from different sources 
which have varying degrees of accuracy. 

2. It depends on sources of data over which 
die interagenev' Conference on Nursing 
Statistics has little control. In 1960, for 
example, die American Hospital Associa- 
tion discontinued the collection of data 
on nursing personnel as part of the 
annual survey of hospitals. In 1%2, at die 
urging of the Conference, a special sur- 
vey of hospital nurse supply was under- 
taken by the American Hospital Associa- 
tion. This survey was repeated on a 
sampling basis in 1964. In 1966, nursing 
data were gathered as part of a compre- 



h^isivc :^rvcy tsf manpt»wer resources 
in hospitals. 

3. It provides nurse supply estimates only 
for the I'niteJ Stales as a whole. 

inveniories cf Registered Nurses 

.\s indicated. d:e cemsus conducted by the 
Federal Government is one source of data on 
nurse manpower. If d:e diKrimniai census could 
provide sufficiently detailed, reasonably accurate, 
and up-to-date data on registered nurses, there 
would be no need for the ,\mcricanNarses’ .Asso- 
ciation to 'onduct another census for dtat pur- 
pose, it was precisely dse limitations in census 
J. 1 US which, in 1959. led to djc exploration of 
other way^s in which to measure the Nation’s 
injpply of registered nurses. 

'Ilte primary problem with the ccr^.s data 
is that it suffers from the tendency of some 
people to define iliefr occupations rather iooscly 
or to upgrade il5emsclvc.s. Wlscn one con-siders 
diat practical nurses, aides, orderlies, and at- 
tendants, as well as registered nurses, all func- 
tion in nursing service, it is conceivable tisai 
errors in cla.ssification can occur. Hoive't'er. ilte 
inclusion of people in the registered nurse 
category vvho do not belong there riOt only dis- 
torts dse data on detailed characteristics, bat 
also precludes comparison of information about 
nurses with Usosc of other occupational groups. 

One criterion which die ANA sou^t in the 
approach to conducting an inventory would Ise 
to rule oat die inclusion of other nursing groups 
in the registered nurse category. Working dirough 
the State licensing mechanism provided a mecha- 
nism for doing this. 

livery State, and die District of Columbia, 
issues licenses to practice nursing. These State 
governmental agencies do maintain statistics on 
the licenses they issue. In die aggregate, diere 
are many more licenses than there are nurses 
.since a substantial number of nurses maintain 
licenses in more than one State. .Also, nurses 
are not always licensed in the State in which they 
are located, llic .State licensure counts, then, 
are not synonymous wiUi nur.se counts nor do 
they repre-sent the State’s nurse supply. Ihc 
licenses which a State issue-s lielong to nurses 
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boih wiihjn aijJ ’a'ii3M?i3t its Uj»r*!s;rs. \ iState’s 
o'lism lic<assare total may fail to those 

nurses living or workii^ widiin its bar*fers whi# 
are not iic^ised there, people who arc eciuaJh 
pan of its labor force or poi«:iiai labor force. 
These limitations are pointed o^ai because so 
often groups conducting State surveys of nurse 
manpower needs and res>urccs consider only the 
licenses issued by their State licensing boards, 
not realizing dte distorted picpurc of actual nurse 
suj^ly which often results. 

Ald:ou^ licensure statistics are not useful 
for the purpose of assessing manpower, dse 
mechanism for renewing licenses is ntosi useful. 
!t provides an additional advantage over conducting 
a census restricted to employed persons or per- 
sons seeking work: it enables securing iraforma- 
tion on part of the potential labor force — that is. 
nurses who are inactive but legally GUaisfsed to 
practice by virtue of holding a current license. 

In the first d?rec Nurseiaventory Studies— in 
1949. 1951, and 195"— the A espei'imerjted with 

sii^tiy different procedures. Ihe first inventory 
utilized a post card questionnaire. In the second 
Inventory, a separate questionnaire w'as maiicd 
out vdih die license rene-wai application. In each 
case, the State hjoard of nursing handled Use mail- 
ing to its registrants. Since in each inventory 
the questionnaires were returned to the ANA 
rather than the State agency, problems were en- 
counter^ with the percentage of returns. The 
third Inventory sou^.t to reduce this factor by 
incorporating the Inventory questiorss into die 
renewal notice itself. The procedure for handling 
data for the 195" study was decentralized; tl-,at 
is, each State arranged to have its data processed 
locally according to a manual of instructions pre- 
pared by project directors in die ANA Research 
and Statistics Department. 'Fhe decentralization 
resulted in some differences in interpretation and 
application of the instructions. Uniformity is of 
utmost importance since the data cards from each 
of the States are merged into one deck. Also, the 
collection of data often spanned entire renewal 
periods. Although about half of the States renewed 
licenses every year, the balance renewed over 
a 2-year period. This proved too length}^ a time in 
which to conduct such a census. Cost w-as an 
overriding factor throughout. 



It seined obvious that a way luid to be found 
to retain the best ciemca»Ts of d:e methodology of 
the three studies. In 1962. the AKA contracted 
widt the Public Health Service ctsnducr a 1962 
Inventory. In addition to having gained knowledge 
and experience through the cstaWijdiment of pro- 
cedures for the three prior Inventories. AK t*s 
role as coordinator of the efforts of ■'1 separate 
govemmcniai units is enhanced by its special 
relationship with die boards througli its Council 
on State Boards of Kursing, The financial sui^xsrt 
received from the r*u*5lic ifeaiili Service for data 
processing and certain costs other than staff, 
equipment, and overhead at AKA enabled the 
ctatraiization of processing operations. 

As a result of die prevktus work in conduct- 
ing inventories, most of the licensing applica- 
tion forms already contained the basic set of 
Inventory questions. Where this was not so, the 
AK.A suismitted redesijms of 5tatc forms to 
accommodate die needs of the Inventory as well 
a.H those of die licensing agency. In those States 
where it was not possible to use tlie application 
form, a separate questionnaire was sent to the 
nurses. Uaiher than use an entire licensing 
period, a cutoff date was selected for each State 
to ensure as full coverage as possible. The com- 
pleted application forms were sent to the AKA 
me States. In the few places where the forms 
could not leave the States, arrangejnents ivere 
mads to obtain the data by ether means. Usually 
this involved visiting die State to hire and train 
personnel for editing and coding the raw data 
and to arrange with local firms for machine data 
processing. 

Almost a million licenses were processed 
in that 1962 Inventory. Elimination of the dupli- 
cate licenses was achieved tlirough alphabetizing 
of names and addresses, a particularly unwieldy 
process. In the 1966 inventory, which die AKA 
is presently completing under contract with the 
Public Health Service, tlie Social Security num- 
ber is being used for that purpose. After allowing 
for duplication of those licensed in more than one 
State, the resulting master deck of cards is 
sorted according to die State in which die nurse 
is employed or, if not employ^ed, according to 
State of residence. 
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L^ailcJ ».?n *i> 

:ssx, marital status, field *>»f cnij luyintiu. 
lype of position, art'a c*f clinical practice, and 
educational pre|5aratiun are prepared for each 
l^iate and for tlae Lnit^ Sraies. A complete analy- 
sis and presentation of tabular material appear 
in a separate report, and seiecicd data are 
pubsished in tads A haul Swsing, as^atis^icai 
reterence hook published annually hy the AivA 
(table Ji), 'IIjus. the Invtasujry of Registered 
Kurses. conducted isy the American Kurses* 
Association, represents bench mark data on 
supply and pc^eiuial safely and is a rcast?c 2 abiy 
complete uaivt-rse C4»ui:t. Use availability of a 
coinplcte card file on registered nurses at the 
conclusion of cacli itjventory represents a ready 
universe ts» be uti lifted for more detailed studies 
of segments of the nurse jvjjsylaiion, 

CHARACTERISTICS OF ^liE 
NURSE MANPOWER SUPPLY 

JCarsing is. pt*rha|ss. the isiost complen of 
a!i healiJj mstipo'^er fiebis. An outstanding char- 
acteristic of nurse manpower is tiiis coniplcsity, 
which stems from the following characteristics, 
making measurcnteni of tite nurse supply a chal- 
lenging task, 

i. Size of ilie manpoic-er field . — T*:t most 
numerous of all health manpower categories is 
the field of nursing. As of January 1. 1*^6 '. about 
half of rlic Mationhs heaitli .manpower were em- 
ployed in nursing: 6-5C.OGO as registered nurses: 
.'^OO.fKiO as practical nurses; 7(K),000 ns aides, 
orderlies, and attendants; and 10.000 in a newly 
emerging group caiied home health aides. In 
addition, there are over a half-miliion persons 
in the United States today wlio have received 
training in the nursing field but who are not 
actively employed in nursing: 590 .000 registered 
nurses and more than 100 .COO practical nurses, 
aides, and orderlies, l-urthermore. almost 
200.000 students are currently being trained in 
schools of nursing: 130,000 in schools of nursing 
(H.N.) at the undergraduate level, 13.000 at the 
graduate lev-el. and 33,000 in schools of practical 
nur.ssng. 

Because of Us large sise. nur.s»'ng manpo'wer 
is beset with numerous problem.^. One problem 
is the need to maintain huge educational resources 



ta ti:e dmuaiids for new nianjsower. ll:ese 

dsnnanJs arise from steadily increasing nursing 
needs and l!^e constant attrition and aiobiliiv 
an;ong tlie esisting manpower supply. I'ake reg- 
istered cursing alone. Over 20.0011 new nurses 
have to he graduated each year just to keep up 
with aitriiion. Ibis is SI jierceni greater than 
the total number of graduates from medical.den- 
ial, and p2ian«3cy schoois combined. 

2. Yoi'icd ge&gyophic dislribitlion . — If the 
distribution of nurse manpower is analyzed, great 
variation is found geograj^ically. two States 
in tlie station lusve the same ratio of nurses to 
pi^pfisiMscm. in !'»A2. .Arkansas, at the lowest end. 
had il*? registered nurses per iOO.OfiO popula- 
tion. Kew lianjfsslurc, at tiae tap. had 4~4 ssurses 
per ;MS|Mj|ailc»n. I'racticai nurses ranged 

from S2 per population In Alaska up to 

22JS per I'Xi .first papulaikm in Alassachtasetis. 

Moreover, the urban-rural distribution is 
also cxireiucly variable. Compared wijlt urban 
areas, rural areas have relatively fewer regss- 
t? 5 red nursi's per lOll.OCH) population: 
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Wiicn States are grouped regionally, signif- 
icant differences arc found from one section of 
tiic country to amiii:c*r. In the Northeast, there 
were 433 registered nurses per 100.000 popula- 
tion in 1962; tlse southerrs States had a ratio of 
only 215 per 100.000 population. 

Finally, as individual institutions arc exam- 
ined, great variation is found in nurse manpower 
employment patterns from one institution to 
anotiier. Some hospiiais. for example, maintain 
.staffing ratios cf nearly two nursing personnel 
for each patient while oLhers have as few as two 
nursing personnel for every eight patients. 

Tills great variation in distribution of nurse 
manpower underscores the difficulties in trying 
to meet health manpower needs of people in 
different parts of the Nation. Although some of 
the variation is attribatabie to differences in 
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JemanJ — il:e Nor&east Region has a higher pro- 
portion of older persons than dees the Souihern 
Region — son*e of it si«^dfies ti;e inability of cer- 
tain areas of Jhe country to provide cced«! mac 
po^'sr resources. 

3. Employment diversity.— person- 
nel arc found in a great variety of employment 
settings. li-e vast majoriQ’are^ployed 

by hospitals, as many as 70,000 registered 
nurses are in private duty, over 40,000 are 
employed in d;e offices of physicians, and 40,000 
arevirorksngfor pub-ic health agencies and boards 
of education. 

As employers of nurses, hospitals and re- 
lated instiaitions vary greatly in their charac- 
teristics. Hospitals range in size from under 10 
beds to as many as 10.060 beds, and this varia- 
tion presents many differences in job require- 
ments, responsibilities, and work assignments. 
Hospitals also vary by type cf patients cared for. 
Although the majority are classified as general 
hospitals, there are iargenumbersofpsychiatric, 
tuberculosis, and chronic and convalescent hos- 
pitals. Moreover, di^erenees in die ownership 
of hospitals provide variety in emplojment set- 
tings — governmental hospitals have different 
characteristics from nonprofit community hos- 
pitals which in turn differ from proprietary^ hos- 
pitals. 

Although no accurate count of the number of 
different employers of nursing personnel is 
available, it is estimated that over 80,000 are 
in existence today. 

I!o/rp!ln!i> 

Clinics and other oulpatirrnl faciliiioic 

Sv^sinii hpjtes. bon-es for ihc n^cd. etc - 
Public health ajjcncies, incluoin^ VXA — 

EJeaicntary and secondary schools * 

J^chools of nursing 

Ijidustrial cfficcs and plants 

riivsicians’ and dentists* offices— 

4^ Fvnctional diffevences^ — There are three 
major categories of nurse manpower: the regis- 
tered nurse, the licensed practical nurse, and 
the auxiliary nurse who may be called a nursing 
aide, nursing assistant, orderly, or attendant. 
The latter also includes a new category— the 
home health aide— which has been created to 
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assist in home nursing care programs. The main 
categories of nurse manpower are differentiated 
not only functionally, wim hipest level duties 
assigned to the R.b2. and least skilled to auxiliiiiw 
personnel, but also in terms of educational attain- 
ment. Hie registered nurse is a graduate of an 
approval school of nursing which can be a 2-year 
junior collie program, a 3-year hospital-based 
program, or a 4— year baccalaureate program. The 
licensed practical nurse, unless licensed by 
waiver on die basis of experience, is a graduate 
of an approved schooiofpracticalnursing. usuaily 
a i-year educational program. Aides, orderises. 
and attendants generally have no formal training 
but are prepared on the job. 

In addition to diversity in educational prepa- 
ration, ether differences are found when the 
particular functions that nursing personnel per- 
form are examined, lliis is particularly true for 
registered nurses. Functions differ according 
to the field within which a nurse practices. A 
hospital nurse performs different duties than, 
say a nurse in the health unit of an isiclustriai 
plant. Moreover, within most fields, a variety 
of job titles can be found. This is especially 
true for hospitals. Many hospitals have mere 
than a half-dozen different job categories for 
registered nurses, including the staff nurse, 
head nurse, supervisor, inservice educational 
director, and director of nurses. 

The great variation in the geographic dis- 
tribution of nurse manpower, the many kinds of 
employment settings in which they woj.k, their 
differing educational preparation, and the variety 
of functions they perform greatly complicate the 
analysis of this most numerous health manpower 
field and make measurement of the manpower 
supply quite difficult, indeed. Moreover, many 
pressures, trends, and influences are at work 
which directly affect nurse manpower supply and 
needs. When these are superimposed on die 
diversity of nurse manpov/er supply, assessment 
of present and fixture nurse manpov/er needs 
becomes an almost impossible task. Neverthe- 
less, we do have considerable information about 
the nurse supply and, in the near future, will 
know even more as the results of the latest 
Inventories become available. 
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Tcble 9. aurscs ia relation ce po&uiotijw: selected years, 1959 through 1968 




*In 30 States sad cba District ct Coleabia. 

Scerce?*: Interagc-ncy Conference on Kursing Statistics for 1854-1968 estimates; U-S. Bureau of 

the Censes for 1950 on nurses (adjusted) . 

U-S. Sureau of the Census: Population csci»aates. Csrrrent Population Reports . Series 
P'25, So, 32?, Feb. 1966, and So. 389, Har. 1968. 



Table iO- Field of ecployraent of registered nurses: January 1, 1967 



T 



Field of employment 


Nucdber 

of 

nurses 


Percent 

of 

total 




640,000 


100.0 


Total "" i 


i 


i 

1 

431,000 


O'*. 3 




41.500 

19.500 
24,000 

124,000 


6.5 

3-0 


Public health and school — • — " 


Occupational health * " 


3.8 


Nuirsing education — - --- - 

Private duty, office, and other fields 


19-4 



Source: U.S. Department of Health, Education, and Welfare, Public Health Service, Division 

of Nursing. Nurse Training Act of 1964. Program Review Report. Public Health Service 
Pub. No. 1740. Washington, U.S. Government Printing Office, December 1967, p. 60. 
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PHARMACIST MANPOWER 

Fred T, lilahalley, R.Ph,, and Maryland Y. Penneli, M-Sc/ 



Approximately 122.000 pharmacists were 
actively engaged in this health profession at the 
beginning 1^6”. litis estimate is bascJonStatc 
registrations reported b> the individual State 
Boards of Pharmacy to the National Association 
of Boards of Pharmacy (KABP). 

Pharmacy is the hcaldi profession which is 
concerned with the preparation and the distri- 
bution of medicinal products. It is the an and 
science oj preparing, from natural or synihi^ic 
sources. mi.terials for the prevention, diagnosis, 
and treatment of disease. Pharmacy also includes 
the professional, legal, and economic function of 
distributing medicinal products properly and 
safely. In the distribution of medicinals. the 
pharmacy profession operates widiin the frame- 
work ot f-ederai and State laws and in accordance 
with edtical principles. Thus the pharmacist pro- 
motes and safeguards public health. 

In the early years of this country, only two 
occupations were generally licensed by the 
States — medicine and law. Pharmacy was one of 
dte fields that had branched out from medicine 
when institutions of higher learning placed more 
emphasis on ninctional specialization. This led to 
a desire for occupational and professional self- 
government. 

Occupational groups began organizing into 
associations at the national level just prior to the 
Civil War. The American Medical Association was 

Sir. Mahaffcj !^. Execuiite Dir<?ricr of ihe National A.<- 
iajciation of Board:: of Phannaca'. Mr.<- Pennell Special 
A<.<isiant to the Direcioi. Division o^ Allied Health Manpower. 
Bureau of Health Manpower. Puhiic Health Service. She *.vas 
fonTicrU iMth the National Center for Health Statistics. 



organized in 1S4” and was foilo’wed by the 
American Pharmaceutical .Association in IS52. 
These and other national associations urged State 
legislation to protect public health and safety :iy 
allowing each profession to control iiseif from 
within. Through legislation and professional con- 
trol. codes of conduct and standards of com- 
petence were established. Le^^i rosters of quali- 
fied practitioners «rere also made available 
through State licensing agencies. The profession, 
or peer group, was granted the ri^t to control 
or be represented on the licensing boards set up 
to regulate the profession in question. Before 
ISSO. statutes were enacted for the licensing of 
three health professions: physicians in 11 States, 
pharmacists in 6 States, and dentists in 8 States. 
By HIO, ail States, except Alabama and the 
Territories of Alaska and Hawaii, had licensure 
provisions for pharmacisis. 

Pharmacists are among the li professions 
and occupations in the heaidi field for which all 
States now have licensing requirements. Phar- 
macy practice acts are restrictive, embodying 
the principle that no person may practice the 
profession unless he has satisfied specific re- 
quirements and then applied for and received a 
license. 

With the establishment of the National As- 
sociation of Boards of Pharmacy in 1^04, and 
later through a central office in 1914. came the 
opportunity to assemble national statistics based 
on State registrations. The N.ABP was the first 
organization composed of State agencies licens- 
ing a specific occupation which banded tegedier 
for mutual benefit. The basic purpose of the 
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Association arss to proviife and promsoie inter- 
state exchange of lit^nses by reciprocity. This 
same goal remains today. Isat. as can be imagined, 
the activities have estpanded tremendously over 
the years. B^inning in the early forties, the 
secr«ary c-f eadi State pharmacy licensing board 
was asked to provide the NABP with information 
on the numbers of licenses issued during the 
past year and the number in effect as of the first 
of January of each year. These licensure sia- 
tisucs hav^e been published annually in the tro- 
ceedings of the J'S.ABP since l^4S. 

Before discussing in demil the 1*^6” tabular 
data, some of the problems involved in the col- 
lection of manpower statistics should te men- 
tioned. The first national statistics on phar- 
macist manpower arc those available from the 
IW Census of Populaiicm. At the turn of the 
century^, the decennial census cnumeraial about 
46.000 pharmacists. By H60 tiiis count had in- 
creased to approximately *52.000. As a measure 
of pharmacist manpo’vcr. however. ilie census re- 
toms leave something to be desired. Problem.*; 
of housdiold respondent rcportingofoccupations 
and coding practices that follow make it diffi- 
cult to sort out properly the detailed categories 
of health personnel. The census questionnaire 
does not request information on professional de- 
gree or on license to practice, each of which 
would be positive identification for pharmacists. 
Moreover, since the tabulations classify according 
to kind of work, pharmacists who are teachers, 
administrators, and in odier managerial positions 
would be excluded from the healfi? field. 

The information presented in dte accompany- 
ing tables has been gathered throu^ the secre- 
taries of the Boards of Pharmacy in each of the 
50 States, the District of Columbia. theCommon- 
weaith of Puerto Rico, and the Virgin Islands. 
The omissions in the data show that the Board 
did not provide the complete range of information. 
The statistics are reliable enough to make totals 
and percentages significant for the pharmacy 
population as a whole. 

Very few of the State boards have individual 
punchcards on pharmacists registered in their 
States that can be machine processed for infor- 
mation on activity status, type of practice, age, 
sex, and professional education. For some of the 
smaller States, it is often difficult to provide 



information beyond d»e couni of licenses issc^ 
during the year. In addition to knowing the total 
number of f^armacists in good standing, we also 
want to know the number of pharmacists who are 
residing and practicing wuthin the State. For 
example, the 1*566 Proceedings shows a trend 
table for national totals, accompanied re- 
marks calling attentfon to unusual differences 
biftween the 1^66 fibres and those of the previous 
year. B^ween these 2 y^ears. I’lorida. Iowa, and 
Massachusiftis substantially increased tSaeir fig- 
ures on resident active phannacists by 2.S00. 
while Michigan r<^x>rted 14.000 less. The dif- 
ferences motioned above are attributed to the 
utilization of more efficient record keeping 
methods, which should result in more accurate 
statistics in die future. 

I*harmacist registrations as of January^ i, 
1^6". numbered 1~2.635 {table 12). These include 
persons who are licensed in one or more States — 
some with as many as nine registrations. When 
those who have out-of-Siatc addresses arc ex- 
cluded, the number drops to 132,^00, which is the 
closest approximation of persons trained in 
pharmacy. WTien pharmacists who have no. re- 
newed their licenses and thus are no longer ac- 
tive are eliminated, this figure drops to 122,421 
active pharmacists. 

In relation to population, there are 61.6 
pharmacists, active and Inactive, per 100.000 
population. Significant differences appear among 
the regions of this country. The Northeastern 
Region has the highsst ratio, with “5 pharmacists 
per 100.000. In the South, the ratio was 55. The 
North Central and West Regions had ratios of 
56 and 62. respectively. 

The District of Columbia and Massachus^is 
each exceed 100 pharmacists per 100.000 popu- 
lation. At the other end of the scale are Alaska 
and Hawaii with about 30 per 100,000. 

Nearly 8 percent of the active pharmacists 
are women (table 13). Among the reporting 
States, female pharmacists account for less than 
5 percent of the total in Arkansas, Connecticut, 
Nevada, New York, and Vermont. Th; proportion 
of pharmacy students who are women is in- 
creasing and should be reflected soon with larger 
active numbers in the profession. 

Only 30 of the 53 jurisdictions were able to 
provide information on educational qualification. 
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.iKi £■*» » * il.c N.ort'hca^sieni SlxsK*j» ^rc in- 

cJwci U» a-jrr^n ct^mparui^ms- ^!a!^;ir 

.isi \errr:*'i:i, arhich iiJ rcpi*n, rdaihirk 

iar^e niii5jix*ri> norjira-Jasii?*, >ic*r4.* ihotr 

Males arere air.i-n^ i3 c Iasi i*-» rai»c niinin.inri 
k-i eis kir Hccnsurc- I «.»r the Xaiii’n a> a arfcolc, 
i>i:i c;f l^.i pharmacists ha%e >, nr 6 *ears »-f 
post-hi^-schactl cfacaiu®. C'urrcni eiacaiional 
reJ^ircmenis call for a bachelor’s Je^irce 
a rect».^jzeJ colleijc of pharmacy , rcprescnticii 
at least 5 years of siiady betond hi^ schwul. ‘I'he 
knei -aras »-aiseJ from -3 la 5 \cars in 

Accordinji tt« the ajie disiribciion c*f phar- 
macists in table 1-3, abc»ci l*^ percent art enuer 
->U years of age and b percent are c5 *ir oldcr. 
iifcar reliable this information is cannot be de- 
termined. Mime of the Mates reported consider- 
ably different distriiautions in earlier pyocecd- 
in^S. 

.^bout ‘"S,Oi30 or S6 percent of the active 
l^armacisis practice incommunit> — that is, re- 
tail — pharmacies. In our data, hospital pharma- 
cies account for about 6,"Gti pharmacists, ifo^v- 
cver. the American Society of Hospital l^arma- 
cisis estimates that a total of aj?proximateiy 
lO.fiOu pharmacists are practicing full time or 
pirt time in hospitals. I^armacists employed 
by manufacturers and wholesalers account for 
4.50(1; K»achers in colleges of pharmact*. gov- 
ernment, and other personnel make up the bal- 
ance (table I5'i- 

Ibe proportion of pharmacists who practice 
in communit\* pharmacies ranges from about Ss 
percent in the boudi and the West to S5 percent 
in the North Centra! and f»l percent in the Konh- 
easiem Regions- Maine, with percent in re- 
tail practice, has the highest Slate proportion. 
Many other rural States also have reiativeiy 
large numbers in this type of practice, for 
example, Alaska, Idaho, and Wyoming. 

Pharmacists who are employees in com- 
munity pharmacies only slisihtiy outnumber those 
who are o\vners, partners, or stockholders of 
community pharmacies. As shown in table 15, 54 
percent of the vS,000 pharmacists practicing in 
community pharmacies are employees. This 
proportion is considerabU’ hi^er in the North- 
eastern Region (63 percent) and lower in the 
West (48 percenti. 3he District of Columbia and 
Maryland each report that more than three- 



f.-,.rt.j» c4 their C'-^tirr.iunlty p.-:anr*ecisis are 
empla>ees. Indicating a differed emph»>'med 
paitcrr fr*:'m that in the States with l- cwer per- 
centages- 

Infv»nnaiii>n c»n the numbers *.»f community 
phanr’acses and hospita! pharmacies has also 
been supplied by the State Boards of i*fcanrscy 
ahere thet* arc the licensing agencies fc»r d»se 
outlets. However, In some States, the Board of 
Health or some other agency iicdises hospital 
pharmacies. Inasniuch as we do not have data 
frcim the latter agencies, there is an smderstate- 
ment of the numbers in table 16. The number of 
Iwsspitais with fharmacics ait^ded hy a r^ijs- 
tcred pliarmacist reported in the Guide issue of 
the Joiayml of the American llospiiai Associalion 
diffcr.s cc^nsiderabiy from some of the statistics 
presented herc. 

When the number of community ji^iarmacies 
is related to the msmber of f^aimacists in at- 
tendance it becomes apparent that about 22 per- 
cent of the phannacists practice in one-person 
outlets, in the South, the proportion reaches 25 
percent; in the Northeastern Region, it is as low 
as 18 percent. Conversely, 42 percent of the 
community' pharmacies operate with one phar- 
macist. In Puerto Rico the proportion is ^4 per- 
cent, markedly higher than that in any of the 
States, 

The NABl^. under contract widi the U.S. 
i*ub!ic Health f^rvicc. is compl<a:ing an Inventory 
of Pharmacy Manpower in the United States. Every 
licensed pharmacist in this country has been con- 
tacted through dje mechanism of State license re- 
newal, The roster of all pharmacisisintheUniied 
Slates being dev-eioped from this survey will pro- 
vide data similar to these in the accompanyin.g 
State tables. However, the information will be 
more reliable and complete since it is based on 
a standardized questionnaire. Nevertlieless. there 
exist problems of collection over a period of time 
due to lack of uniformity of license renewal 
dates- 

To check on the accuracy of licensure as a 
measure for gathering valid manpower statistics, 
we plan to assemble the names of graduates of 
our colleges of pharmacy over a period of years 
and to check these against the master file. A 
special study will be made to determine the 
whereabouts of those who are missing from the 



irsaMer file, thus mV gnc sis a nicarii* «f ^tser- 
niininj ahinse graiaatcs «rb« are Iasi t** prt^fes- 
sional pracrice !n' go:n|: inru isame olher 
Addiiit-'»nal stisdies ctsoild ab>» be tJbi^e on pfofci*- 
sfona! ediscation, 'is-jsr^ cj^rience, and ssie of 
practice as i*:ese relate to i3;e location of our 

coileses of phaimacy tbrou^boutthel'nitcJSiatcs. 

The limited information available indicates 
that there are numerous emp3o>ment cK^rtuni- 
lics for piharmacisis throughout die country . There 
are some indications from the Board of l^ar- 
macy secretaries dsat serious shi5rtag:cs exist 
in some areas. These shortages seem to be more 
acme in she rural Statei* tlian in States having 
iarse metropolitan areas. Information available 
on stafilmtinhospiial phajmaciesoiflained through 
she 1*^66 American Hospital Asisocsaucn-PuMic 
ilealih Service .s^jrvey of registered hoi^cats 
indicates a rjCCil for aloui 600 pharmacists in 



this area. 

hmployn-stnt po-ssibiliiics for piiarmacists 
are expected to show a small increase vvidiin die 
next few years, according to the of Labor 

Smiistics.^ ^Ihis increased need JPiil ne aj^roxi- 



matcly 5 percent ber»vecn 1^65 and i^^S. repre- 
5 cntin 2 a slightly slower rate of growth than for 
the 1^55-66 period. 

The extended use of the pharmacist'sexpert 
know’ledge on drugs and tiseir control will be 
greatly needed in die expanding area of hospital 
practice. Ihe profession itself is taking steps to 
orient die community pharmacist toward assum- 



ing addifbmal respt>nsiHI§ties in iiistituiional 
practice. This wxrjlJ include h-<*spiials of varying 
sizes, extended care facilities, and nursing *»r 
custodial homes. Acting as a consultant to tht. 
professicmal staff of a home or small hospital, 
the pharmacist can increase the efficiency of i3*e 
overall drug utilization progt^mofiheinsiimiitsn. 
living other professional personnel with ad- 
ditional time to do a more thonsi^h jo3i of im- 
proving patient care in their owm areas «f 
practice. 

Ihere are increasing signsthatiiicpharmacy 
curriculum is and in the years ahead will continue 
to become more patitsit oriented. Actual clinical 
e^ieriences are being tsicoismcred by mam of our 
newer graduates. Tnese experiences arc gained 
thresugh Isroad exposure to itospital i^iarmacy and 
oliscrvatitHi of ihe effect of prescribed medication 
on Ihc i^flcnt. Many feei shat it will Ise only a 
matter of a few years until i^armaccusical edu- 
cation will include a retjuired course in hi*s]Mtai 
i^samsacy, giving the student a broad taste of 
cisnlc^^ expoi^ure lu care*. 

If faiarmaoc and pharmaceutical education 
meet shese challenges properly, enrollments in 
our colleges of plaarmacy should continue to in- 
crease not only to the high levels that have 
liccn predicsed but possibly beyond. ^llC problem 
will lie in producing an adequate number of 
graduates to replace tliosc wiio die. as well as 
for tile additional gniwdi needed to meet the de- 
mands of an intcnsii»ed medical care program. 



12- f&ar^sscLst rcsLstratioas acccrdics to rcsidec£>e snd activity stacks and ratio of phar- 
~ ssscists cc popaLatiocs: Ja*rjary 1, 195? 



Location 



Totcl- 



Alabaaa- 

Aiasita— 

Arizons- 



Arkansas — 

California- 
Coicrado— 

Connecticut 

DcLavarc 

District of Colcmbia- 

Florjjda 

Georgia 

Havaii — 

Idaho 

lilinois- 
Indiana— 

leva 

Kansas — 

Kcntucky- 

Louisiana 

Maine 

Maryland 

Massachusc t ts — 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 

Nebraska 

Nevada 

New Hampshire — 

New Jersey 

New Mexico 

New York 

North Carolina- 
North Dakota — 

Ohio- 



Ok la ooiaa 

Oregon 

Pennsylvania 

Puerto Rico 

Rhode Island 

South Carolina 

South Dakota 

Tennessee 

Texas 

Utah 

Vercaont 

Virginia 

Virgin Islands 

Washington 

West Virginia 

Wisconsin 

Wyoaing 



1 Total 
1 regis- 
j trations 

t 

1 


fhznsjcists resident 
in State 


Whsrtsa- 
cists 
cut of 
State 


Active 

pharma- 

cists 

per 

100, ©00 
popula- 
tioni 


Total 1 

ii 

1 


Active 1 
in 1 

practice 


Not 

in 

inracticc 


! 172,635 


^ 'Mi 

S' 

K 

-132,900 i 


^ ^ 

122,421 


10,479 


39,735 


61.6 


i 1 

1 2,242 


1,751 ’ 


1,613 


135 


491 


45-9 


177 


86 


86 


— 


91 


32.4 


! 2,313 


1,164 


992 


172 


1,149 


61.9 


1,6©9 


1,149 


946 


203 


460 


48.4 


12,6D0 


11,790 


10,720 


1,070 


810 


57.0 


3,042 


1,862 1 


1,616 


246 


1,180 


82.7 


3,094 


2,575 1 


2,498 


77 


519 


86.8 


443 


258 } 


234 


24 


185 


45.6 


1,605 


954 ; 


862 


92 


851 


106-9 


5,328 


4,805 


4,697 


108 


1,023 


79.7 


3,432 


2,651 i 


2,405 


246 


781 


54-1 


! 259 


200 


200 




50 


27.6 


1,332 


518 


450 


' 68 


814 


64.6 


; 8,818 


6,714 . 


5,839 


825 . 


2,104 


54.6 


1 4,719 


3,376 ; 


2,978 ! 


1 398 


1,343 


60-1 


2,903 j 


1,789 1 


1,621 


168 


1,114 


58-7 


i 2,286 


1,501 


1,326 


175 


785 


58.3 


j 2,C74 


1,658 


1,560 


98 


416 


49.0 


! 2,490 ’ 


2,030 


2,000 


30 


460 


55.3 


1 791 


434 


434 ' 


— 


357 


44.4 


1 2,659 ; 


2,363 


2,109 


259 


291 i 




I 6:475 ^ 


5,616 


5,616 


— 


859 


iw3-v 


i 5.685 


5,603 


5,175 


428 


82 ' 


1 61.1 


1 3,247 : 


2,379 , 


2,126 


253 


868 


59.5 


1,383 


1,076 


1.037 ; 


39 


307 


44.4 


4,510 


3,069 


2,609 > 


460 


1,441 


57.2 


817 


512 


397 , 


115 


305 


56.6 


2,018 


1,168 


1,007 


161 


850 * 


70-0 


1 2,366 


328 = 


316 : 


12 


2,038 


73-3 


j 473 : 


364 • 


361 


3 1 


109 ' 


53-3 


1 5,980 : 


4,784 


4,198 ^ 


586 I 


1,196 ' 


60.8 


1 1,118; 


598 


566 ; 


32 


520 i 


56-5 


i 18,068 i 


15,256 


13,723 


1,533 


2-612 


75.4 


1 2,347 i 


2,019 


1,876 


143 


'328 ! 


37.7 


1,034 : 


408 


340 ^ 


68 


676 


52-9 


8,095 


6,841 


6,474 


367 


1,254 


62.5 


2,948 


2,001 ' 


1,972 


29 


947 


79-6 


2,201 


1,667 


1,509 


158 


534 


76.5 


10,716 


8,216 I 


8,216 


— 


2,500 


70.8 


918 


918 i 


913 


' 




! 34.4 


1,081 


816 


717 ■ 


9j 


265 i 


80.0 


1,410 


1,287 


1,250 


37 


123 i 


-4S.3 


937 


480 1 


480 


: 


457 1 


70-7 


3,069 


2,388 


2,388 


— 


681 


61.8 


7,826 


6,495 1 


5,783 


712 


l,33i 


53.8 


1,181 


601 1 


601 ! 


— 


580 I 


59-7 


800 


209 


201 


8 


591 


48.9 


2,408 


1,967 


1,783 


184 


441 


39.9 


25 


21 


21 


— 


4 


42.4 


3,512 


2,611 


2,285 


326 


901 


75.1 


1,036 


706 


706 


— 


330 


39.0 


3,183 


2,567 


2,257 


310 


616 


54-2 


811 


296 


277 


19 


515 


86.8 



^Rates based on provisional estimates of total resident population as of July 1, 1966. U-S. 
Bureau of the Census: Population estxciates- Current Population Reports ^ Series P-25, No. 373, 
Sept. 5, 1967, and Series P-25 No. 358, January 18, 1967. 

^Data on activity status not availablefor 8,922 pharmacists in Pennsylvanii. and West Virginia, 
counted here as in practice. 
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Table 13. Sex sad ecucatioa of resident phamacists eigaged in practice: January 1, 1967 
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Table- 14. Age »jf r«rsii!c^t pharaseists *2iKa£Cj3 in practice: January I, 1967 





1 Eisidcfnt 






rJix:ier 


by age 






Percent 


Location 


■ pharra- 
cLsls 
in 

practice 


Under 

30 

years 


30-39 

years 


40-49 

years 


50-59 

years 


60-64 

years 


65 years 
and over 


Under 

30 

years 


65 years 
and over 


Total 


122,421 


16,386 


20,762 


16,817 


17,163 


8,061 


7,286 


=16-9 


=8-4 


A2aba3s3 


1,613 


295 


499 


313 


170 


135 


193 


18-5 


12.0 


Alaska 


^£6 


— 


— 


— 


— 


— 


— 


; 


— 




992 


67 




252 


240 


124 


85 


6.8 ; 


8.6 


Arkansas 


946 


142 


247 


172 


114 


116 


155 


15-0 


16.4 


California 


10,720 


2,585 


2,200 


2,450 


2,083 


900 


500 


24.1 , 


4.7 


Colorado 


1,616 


137 


351 


370 ; 


448 


156 


154 


8-5 


9-5 


Connecticut 


2,498 


— 


— 


— 


i 


— 


— 


— ; 




Delaware 


234 


— 


— 


— 


— 


— 


— 


— 


— 


District Coltnnbia- 


862 


— 


— 


— 


— 


— 


— 


— 


— 


Florida 


4,697 




— 


i 


— 


— 


— 


— 


“ 


Georgia 


2,405 


— 


— 


’ 


— 


— 


— 


— 


“ 


Haica i i 


200 


— 


— 


— 


— 


— 


— 


— 


— 


Idaho 


450 


60 


174 


125 


48 


28 


15 


13-3 


3.3 


Illinois 


5.889 


— 


— 


— 


— 


— 


— 


, 


— 


Indiana 


2,978 


539 


753 


682 i 


483 


263 


256 


18.1 


8«6 


Iciva 


1-621 


298 


365! 


306 


301 


150 


201 


18-4 


12-4 


Kansas 


' i;i26 


149 


291 ' 


143 


253 


16/ 


218 


11-2 


16.4 


Kentucky 


1,560 


— 


i 


— 


— 





— 


— 


— 


Louisiana 


2,000 


660 


400 


415 


340 


135 


50 


33.0 


2.5 


Maine 


434 


47 


80 


30 


103 


95 


59 


10-8 


13-6 


Maryland 


2, 109 


419 


661 


446 


437 


87 


59 


19-9 


2.8 


Kassachuset ts 


; 5,616 


— 


— 


— 


— 


— 


— 




— 


Michigan 


5,175 


990 


1,329 


1,038 


1,052 


363 


403 


19-1 


7-8 


Minnesota 


2,126 


350 


543 


400 


385 


200 


248 


16-5 


11-7 


Mississippi 

Missouri 


1,037 


244 


274 


197 


163 


96 


63 


23.5 


6.1 


2,609 


304 


449 


403 


597 


377 


479 


11-6 


18.4 


Mi/ntana- — — 


i 397 


38 


108 


108 


79 


28 


36 


9-6 


9.1 


Nebraska 


1 1,007 


284 


210 


112 


168 


86 


147 


28.2 


14.6 


Nevada 


! 316 


— 


— 


— 


— 


— 


— 


— 


— 


New Harpshirc 


361 


40 


193 


96 


12 


20 




11-1 


— 


New Jersey 


4,198 


945 


1,083 


768 


718 


395 


289 


22»5 


6-9 


Sew Mexico 


566 


— 


— 


— 


— 


— 


— 


— 


— 


New York 


13,723 


1,921 


2,306 


2,034 


4,002 


1,715 


1,245 


14.0 


9-1 


North Carolina 


1,876 


286 


549 


498 


234 


101 


208 


15-2 


11-1 


North Dakota 


1 340 


96 


109 


64 


44 


12 


15 


28.2 


4.4 


Ohio 


i 6,474 


1,842 


1,502 


1,163 


1,344 


325 


298 


28-4 


4.6 


Oklahoma 


1,972 


543 


439 


321 


395 


196 


78 


27.5 


4.0 


Oregon 


1,509 


158 


392 


383 


293 


145 


138 


10-5 


9-1 


Pennsylvania ; 


8,216 


— 


— 


— 


— 


— 


— 


— 





Puerto Rico i 


918 


200 


300 


220 


93 


30 


75 


21.8 


8.2 


Rhode Island 


717 


— 


— 


— 


— 


— 


— 


— 


— — 


South Carolina 

South Dakota 


1,250 

480 


248 


335 


332 


177 


80 


78 


19.8 


6.2 


Tennessee — 


2,388 


486 


661 


442 


355 


298 


146 


20.4 


6.1 


Texas » 

Utah 


5,733 

601 


1,082 


1,538 


1,057 


914 


602 


590 


18-7 


10-2 


Veroont 


201 


25 


45 


37 


39 


21 


34 


12.4 


16.9 


Virginia 

Virgin Islands 

Washington^ 

West Virginia 


1,783 


293 


509 


408 


270 


117 


186 


16-4 


10.4 


21 


1 


8 


8 


2 


2 




4.8 


— 


2,285 

706 


364 


592 


530 


333 


213 


253 


15.9 


11 . 1 


Wisconsin 


2,257 


245 


561 


364 


472 


283 


332 


10.8 


14.7 


Wyoming 


277 


— 


— 


— 















^Data not available on age of 35,926 pharmacists. 
•Includes some pharmacists not in practice. 

"Adjusted for "Age not reported" in reporting States. 
^Data on age not reported for 92 respondents. 



Tifjl’? type cl pr-vlicc 



Lcfac lie! 



Tocal- 



Alsbaiaa 

Alaska 

Arizona 

Arkansas 

California 

Colorado 

Corsnccricut 

Dc lav-3 rc — 

District of Ccloai>ia- 

FiOrida 

Gaorgia 

Hawaii 

Idaho 

Illinois 

Indiana 

Icma 

Kansas 

Kentucky 

Louisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 

Nebraska 

Kevada 

New Hampshire 

New Jersey 

lieu Mexico 

Hew York 

liovth Carolina 

North Dakota 

Ohio 

Oklahoma 

Oregon 

Fennsy Ivan ia 

Puerto Rico 

Pijode Island 

South Carolina 

South Dakota 

Tennessee 

Texas 

Utah 

Vermont 

Virginia 

Virgin Islands 

Washington 

West Virginia 

Wisconsin 

Wyoming 




Ri-sidcct I 
pbsmi3- { 



122,421 *%?, 



i,6U 
ES 
952 
946 
19,725 i 
1,616 : 
2,496: 
234 
862 
4,697 
2,495 
200 
450 
5,889 
2,978 
1,621 
1,326 
1,560 
2,000 
434 
2,109 
5,616 
5,175 
2,126 
1,037 
2,609 
397 
1,007 
316 
361 
4,198 
566 
13,723 
1,876 
340 
6,474 
1,972 
1,509 
8,216 
918 
717 
1,250 
480 
2,388 

5.783 
601 
201 

1.783 
21 

2,285 

706 

2,257 

277 



35,407 1 



45,S9> > 



1,344 = 


639’ 


>05 ' 


m ] 


431 


40 ; 


824 I 


24ts3 


589 : 


£55 1 


456? 


399 : 


9,510 f 


5,4841 


4,G26 \ 


1,596 1 


4 


; 


1.948 


957; 


991 i 


'206 ; 


92! 


U4 ! 


682 


137- 


545 ^ 


4,^4 




; 


1.SS5 ! 


996 


899 1 


177 : 


! 


i 


414 : 


211; 


203 1 


4,852 i 


2,138. 


2,714 i 


2,468 


996 


1,472 : 


1,375 ■ 


151 


618 i 


1,173 : 


596 


57? 1 


1,431 


; 


1 


1,639 


1,083 


747 ^ 


417 


153 


264 3 


1,922 i 


415; 


1,507 i 


5,616 1 


1,872 


3,744 


4,475 ; 


2,135 


2,340 1 


i!&51 ! 


927 


724 ; 


934 1 


568 


366 5 


2,205 : 


961 


1,244 1 


354 i 


2191 


135 


843 


445 = 


398 


290 


95 j 


195 


211 


150: 


61 


3,721 


303 1 


— 


483 




180 


10,983 


3,738 


7,245 


1,732 


849 


883 


304 


161 


143 


5,735 


2,700 


3,035 


1,810 


760 


1,050 


1,330 


493 


837 


750 


350 


400 


622 


257 


365 


1,132 


514 


618 


429 


— 


— 


2,109 


— 


— 


5,105 


3,040 


2,065 


531 


— 


— 


188 


— 


— 


1,398 


636 


762 


16 


5 


11 


1,817 


767 


1,050 


1,946 


951 


995 


265 


117 


148 



t 

i 


1 1 


i 




« 

i 

734 ^ 


j 

4,496 j 


^,2Sl 


i 

.55.6 i 


54.2 


128 : 


n 

1 

90 1 


51 


33.3' 


52.5 


1 


5 


- 


93.0 ; 


50.0 


95 


29 1 


44 


S3.l| 


70.4 


65 1 


13 1 


13 


90.4; 


46-7 


699 1 


541 i 


170 


83.7 


42.3 


112 i 


67 ! 


41 


86.4 





136 : 


124 1 


290 


78.0 


30.9 


13 j 


10; 


5 


88.0 


55.3 


68 1 


14 t 


98 


79.1 


79.9 


117 ' 


240 I 


136 


89. 5 


— 


125 ? 


235 i 


150 


73-Si 


47.4 


9 ! 


7 1 


7 


8S.5i 


— 


iS 1 


T 

13 i 


^ ! 
> 


92.0 j 


49.0 


613 i 


272 I 


152 


82. 4: 


55-9 


198 i 


240 : 


71 


82.9 I 


59.6 


106 i 


112 i 


2Si 


84.8i 


44-9 


85 ! 


45 ' 


23; 


65-5 \ 


49.2 


S4 i 


30 i 


I< 

; 


91.?! 


1 ^ ___ 


82 1 


60; 


2Si 


91.51 


40. S 


11 i 


6i 




96.1] 


i ^1? 


i 

/•4 ; 


SO i 


33 


91. 1 I 


1 ;S-4 


i 


— — — I 


— - 




1 — — — 


545 i 


no : 


45 


S6.5! 




150 1 


811 


244 


77.7 : 




54 5 


32 


17 


50.1 j 


1 ■? 

1 *7 


225 1 


160 


19 


84.51 


\ 56-4 


26 J 


9 ! 


S 


65.2 i 


i 3S.1 


55 1 


47 


62 


S3.? i 


1 47.2 


29 1 


1 


1 


91.8! 


i 67-2 


40 


65 


: 45 


58-4] 


1 28.9 


85 


239 j 


153. 


88.6! 




30 


26 j 


27 


85. 3 1 


37.5 


876 


931 


933 


80.0 : 


66.0 


100 


31] 


13 


92.3 i 


51-C 


21 


9 


6 


89.4 


47.0 


333 


214 


192 


38.0 


52.9 


58 


53 


51 


91.8 


58-0 


89 


32 


58 


88.1 


62.9 






— 


— - 


— 


15 


10 


143 


81.7 


53.3 


37 


33 


25 


86.8 


53.7 


51 


28 


39 


90.6 


54.6 


23 


17 


11 


89.4 


— 


124 


91 


64 


88.3 


— 


334 


42 


302 


88.3 


40-5 


31 


23 


16 


88.4 


— 


9 


4 


- 


93.5 


— 


115 


38 


232 


78.4 


54.5 


4 




1 


76.2 


68.8 


228 


67 


173 


79.5 


57.8 


211 


67 


33 


86.2 


51.1 


6 


3 


3 


95.7 


55.8 



^ Data not available on type of practice of 8,922 pharmacists. 

-Data not available on nature of employment of 14,186 retail pharmacists. 
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?JiensavistA curs%znlty phaxxacies and in tiosplcal phaisacies, by size oi staff: 

Janiiary I, 1967 



Locatii?n 



Total 



Alabsssa 

Alaska 

Arizona 

A.rkans?s 

California 

Colorado 

ConncctScut 

i>eLavarc 

District of Colurcbia- 

Florida 

Georgia 

Kavaii 

Idaho 

Illinois 

xndrana — — — — — — — — 

lova 

Kansas 

Kentucky 

Louisiana 

rSainc 

Haryiand 

Massachusetts 

Hlchigan 

Minnesota 

Mississippi 

Hissouri- 

Montana 

rJebraska 

Havada 

ilai^shire 

Kei^ Jersey 

Key Mexico 

Kev? York- 

aikOrth Carolma*— — — — ‘ 

North Dakota 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 

Puerto Rico— 

Rhode Island 

South Carolina 

South Dakota 

Tennessee 

Texas 

Utah 

Vennont 

Virginia 

Virgin Islands 

Washington 

West Virginia 

Wisconsin 

Wyoming 







Cc>CTmaiity phaissscics 






Hospital 

pharmacists 




rhmber of cutlets 


Percent 


Percent 

of 

cutlets 
vith 1 






Total 

phansa- 




1 


2 or 3 


U or 


Cl 

pharma- 
cists in 


Total 

pharma- 


Total 

pharma- 


cists 


Total 


pharma- 


phansa- 


saore 

pharma- 

cists 


i -person 


pharma- 


cists 


cies 


1 

i 




cist 


cists 


outlets 


cist 






: 97,?SS 


44,941 


11,725 


1 

1 14,273 


1,901 


*21.8 


‘42.0 i 


7,46i 


-2,836 


i 

= 1,34* 


3 

995 












126 


32 


SO 


39 


— 


j 


! 





— 


1 


I 


t 324 


413 


ISO 


204 


3^ 


21.8 


43.1 


95 i 


69 


: 355 


555 


333 


207 


15 


38.9 


60.0 


65: 


20 


9,510 


4,343 


1,300 


1,831 


717 


iS.9 


41.4 


699 


289 


i 1,393 


642 


' 


! — 


— 





— 


112 


33 


: 1.943 


891 


256; 


! 533 


97 ; 


i 13.1 


28.7 


136 


— 


' 203 


122 




! 




1 ; 

1 ; 


— 


13 


9 


i 632 


240 




1 




1 


— 


68 1 


16 


1 4,204 


— 


' 


— 




1 ] 


— 


117 


— 


i 1.355 


l,lSi 


602 


1 556 I 


23 


1 31.8] 


51.0 


125 


57 


! 177 


7? 




j 


! 


— 


— 


9 


19 


‘ 414 : 


223 


S6 


142 


1 


j 20.8 


37.7 


18 


15 


] 4,352 1 


2,608 i 




1 

t 

1 




1 — : 


— 


613 


299 


] 2,463 i 


1,262 i 


395] 


82? 


40 ' 


1 16.0 ; 


31.3 


198 


104 


1 il375i 


760 i 


340] 


3S6 


34 j 


24.7! 


44.7 


106 


— 


i 1,173 j 


1 661 ! 


360 j 


289 ; 


12 


30.7 


54.5 


85 


21 


1 1,431 J 


1 764 i 




! 




1 i 


— 


Sii 


49 


i 1,330 1 


i 1,014 j 


500 j 


1 360 


134 ] 


1 27.31 


49.3 


82 


60 


i 417 i 


i 2471 


125 


115 i 


7 1 


1 30-C 


59.6 


11 


i 


i 1.922 


?SBi 




751 1 


22 j 


1 0.8 i 


1.9 


74 


31 


: 5,616 


i,S72 


j 


1 i 






— - 


— 


— 


1 4,475 


I 2,1081 


: 


— 


j 


1 — I 


— 


545 


312 


1 1.551 1 


1 910 1 


3551 


518 


37 1 


1 21.5] 


39.0 


150 


61 


1 '934 i 


619 


360 i 


251 \ 


! 8 ; 


38.S 


58.2 


54 


29 


2,205 3 


1,245 


556 i 


608 


81 


25.2 


44.6 


925 


120 


] 354 1 


2371 


i 137 i 


99 


1 ’ 


38.7 


57.8 


26 


15 


1 843 1 


4961 


246; 


237 


13 


29.2 


49.6 


55 


28 


25D i 


138 i 


40; 


86 


12 


isii 


29.0 


20 


7 


211 i 


147 

1,857 


31 


101 


15 


14.7 


21.1 


40 

85 


15 

78 


Jy /rl 1 


““ “ 


“““ 








463 [ 


265 


139 


120 


6 


28.8 


52.4 


30 


15 


i0,9S3 i 


— 


— 


— 


— 




— 


876 


— 


1,732 I 


1,035 


560 


463 


10 


32.3 


54.1 


100 


71 


304 i 


186 


104 


75 


7 


34.2 


55.9 


21 


14 


5,735 


2,739 


699 


1,720 


320 


12.2 


25.5 


333 


194 


1,810 


824 


196 


582 


46 


10. S 


23.8 


58 


29 


1,330 


567 


— 


— 


— 


— 


— 


89 


40 


— 


3,290 


— - 


— 


— 


— 


— 


— 


216 


750 


706 


666 


40 


— 


88.8 


94.3 


15 


15 


hll 


273 


— 


— 


— 


— 


— 


37 


16 


1,132 


604 


204 


379 


21 


18.0 


33.3 


51 


23 


429 


227 


— 


— 


— 


— 


— 


23 


iO 


2,109 


1,085 


— 


— 


— 


— 


— 


124 


35 


5,105 


2,876 


1,286 


1,456 


134 


25.2 


44.7 


334 


169 


531 


276 


— 


— 


— 


— 


— 


31 


18 


188 


105 


80 


24 


1 


42.6 


76.2 


9 


— 


1,398 


854 


397 


445 


12 


28.4 


46.5 


115 


93 


16 


11 


6 


4 


1 


37.5 


54.5 


4 


2 


1,817 


— 


— 


— 


— 


— 


— 


228 


— 


— 


372 


180 


179 


13 


— 


48.4 


— 


— 


1,946 


1,059 


453 


578 


28 


23.3 


42.8 


211 


85 


265 


118 


38 


80 





14.3 


32.2 


6 


1 



^Based on 53,775 pbanaacists. 

“Based on 27,899 total outlets in 33 locations. 

•^Probably understated. AHA hospita] statistics indicate about 4,500 phann^cies v;ith registered phar- 
macists. 



48 



MANPOWER IN HOSPITALS AND NURSING HOMES 



Margaret D. West, B.A., and James P. Cooney, Jr., M.A.' 



jj'ospi!.-i3.s arc a ma^»r componcni uf ihc 
hcalUi scrvioc.s ir.Ju.s*r\ . one of Ihc* largest and 
fastest growing inJustrics in itic I’nitcd Slates. 
iSasCd on data from Uic decennial censuses of 
population and fnmi annual statistics jHihH.<»hcd 
by the American tlosj.itai Ass4»cialion. hospital 
personnel account for tvvo-tJ;irds of all wurkci*--- 
empioyed in the total health services industr' . In 
19^6. more than 2 million people were woiLing 
in the Nation*s hospitals (table i"). 

The tremendous increase in hospital per- 
sonnel over tlie past nvo decade:- may be illus- 
trated with the follniving statistics from the 
Guide issue of Hospitals, the Jour. j 1 of the 
American Hospital Association (AHA), in 194", 
tJierc were S82.60D employees in hospitals regis- 
tered by the AHA; tliis represents an average 
work force of 14J per hospital or 63 employees 
per 100 hospital beds. In 1966, employment in 
registered hospitals had increased to the equiv- 
alent ** of 2,039.300 persons, the average work 
force to 285 per hospital, and tlie average number 
of employees to 121 per 100 hospital beds. 

In the 1940’s. hospitals had approximately 
one professional nurse for every 15 beds and 



''Mrs. West is Director cf ihc Office of Pro'jnini Plannin" 
and E^’aluation. Bureau of Health Manpower. Public Il'.'alth 
Service. Mr. Coonev i.*? Director of the Bureau of Research 
Service.', tmeric-an Hospital \.<sociation. 

^The .'Vi-crican Hospital .V.'sociatiun reporL*- personnel 
data in full-time equivalents. To calculate this statistic, two 
part-time employees arc equated with one full-time employee. 
The rcsultinji figure doc.-^ not represent, therefore, the actual 
number of both full-time and part-time people emplo.\ed:it 
represenL-i their equivalent in full-time cmplovee.s. 



one praciical nurse, aide, or aiicndant for every 
10 beds. Twenty years later tliere w?as one pro- 
fessional nurse for every 5 beds and one auxil- 
iary person for every 3 beds. In addition to 
nursing personnel, hospitals have been increas- 
ing tile number of personnel in otJier occupational 
categories at a rate that exceeds the growth rates 
in both hospital beds and total annual admissions 
to short-term general hospitals. 

Quite obviously this growth pattern is re- 
lated to the community’s expanding use of a 
greater number of hospital services. Many social, 
economic, and technological factors affect de- 
mands for health services. I'opulaticn growth and 
change in age composition arc significant. The 
15 years from 1965 to 1980 are expected to bring 
about a net increase of 50 million in the Nation’s 
population, including 5 million more people over 
65 years of age and 2 million more babies in die 
year 1980. Increased demands for health services 
could result in the employment of 1 million 
more workers in the coming decade. 

Despite the magnitude of the hospital work 
force, surveys have indicated that the present 
number is not adequate to provide optimum care 
to the 171 million annual hospital cases (29 
million inpatient admissions and 142 outpatient 
visits). There is a great deal of talk about health 
manpower shortages — a term that means many 
things to many people. One concept is the dif- 
ference between the supply and the number needed 
to meet a minimum standard established by a 
profession. Professional groups as well as the 
public speak about urgent needs for more physi- 
cians. denti.sts. nurses, medical record librar- 
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ianji. mcdicul technolo|jists, occupational thera- 
^\i>ical tiicrapists. anJ on throu^ the 
ran^e of health occupations. 

The hospiuls also arc showing increasing 
concern about these matters. Tor quantificaiicn 
of this concern, the .American Hospital Associa- 
tion and the Public Health Service Bureau of 
Health .Manpower in 1^66 conducted a joint study 
of staffing and staffing needs of hospitals. .At the 
same time, the Division of Nursing of that Bu- 
reau undertook a parallel study of nursing homes 
and hospitals not registered by the American 
Hospital Association. 

In these studies, each hospital or institution 
reported by occupation on its present staffing, 
budgeted vacancies, and the estimated additional 
personnel needed on the basis of current services 
and patient load to provide ’ optimum” care for 
their present load. To provide such care, hos- 
pitals reported a need for 25"^. 200 professional 
and technical workers in addition to the 1 ,332, KM) 
employed. This represents an average increase 
of 19 percent (table IS). In general, the needs 
for professional workers are proportionately 
higher than for technical u'orkers. In the parallel 
study, nursing homes and other extended care 
facilities reported the need to increase their 
present staffing total by about 12 percent (table 
19). In view of the serious shortage of nursing 
home beds, these figures probably understate the 
problem, 

SURVEY FINDINGS 

In the spring of 1966, 1.3 million professional 
and technical persons were working in the regis- 
tered hospitals in the United States, 17 percent 
of them as part-time workers. The universe of 
the hospital study was the "’.000 hospitals rois- 
tered by the AHA. The returns from 5,300 hos- 
pitals have been used to estimate data for that 
total. 

More than 1 million employees were in 
nursing services— three-fourths of the total work 
force. The largest single group was that of 
nursing aides, orderlies , and attendants— 492,000. 
Registered nurses made up the next largest 
group— 361,000. Licensed practical nurses num- 
bered 150,600. 



.Among nonnursing personnel, die largest 
groups were medical tcchnolc^sts. 54.500. and 
radiologic technologists. 24 .0(M), Other categories 
with more than 10.0(H) workers were surgical 
technicians. 1“.(MH); laboratory- assistants. 14,600; 
dietirians. 12,"00; social workers. 10."00; and 
medical record ti^rhnicians. 10.100. 

Of the 1.3 million professional and technical 
Workers in registered hospitals, about IIS.OOO 
were employed in Federal hospitals. 213.00(i 
in State and local aovemmenial short-term gen- 
cral and special hospitals, 746,000 in nongovern- 
mental (voluntary’ and proprietary’) short-term 
general and special hospitals. 106,000 in long- 
term general and special hospitals, and 150.000 
in psychiatric hospitals. The ratio of workers 
to every iOO patients varied from 32 in psychi- 
atric hospitals to 173 in nongovernmental short- 
term general and special hospitals. 

More than 130.000 budgeted positions for 
professional and technical personnel in regis- 
ter<^ bospitils were vacant in the spring of 1966. 
Iliis represented a vacancy rate of alnjost 9 
percent. The highest number of vacancies w-as 
for registered nurses — 46,500. Among non- 

nursing personnel, die greatest number of 
budgeted vacancies wias for medical lechnolo- 
gists— 4,600. 

The hospitals reported a need for 25'’ .200 
professional and technical personnel to provide 
optimum care to die present patient load. This 
number represents a 19-percent increase in per- 
sonnel presently employed WTiile the 79,500 
needed registered nurses represented the great- 
est numerical shortage, the required proportional 
increase of 22 percent was not the largest in 
terms of either nursing service personnel or all 
hospital professional and technical personnel. A 
2”-percent increase in licensed practical nurses 
represented the greatest proportional need in 
nursing service, and a 39-percent increase in 
therapeutic service personnel represented the 
greatest proportional need in the hospital. VVitiiin 
the dierapeutic services, hospitals reported a 
need for 56 percent more occupational therapists, 
48 percent more social workers, 47 percent moie 
speech pathologists and audiologists, and 42 per- 
cent more recreation therapists. 
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In response to the query of its five most 
urgent perceived needs, hospitals gave the first 
three priorities to register<^i nurses, nursing 
aides, and practical nurses, in that order. The 
relative needs, however, are greatest in the newer 
fields, reflecting the broadening role of the hos- 
pital in providing more comprdiensive services. 
Need for at least double the present number of 
occupational therapists and social workers was 
perceived. Inhalation therapists, physical thera- 
pists. recreation therapists, and speech patholo- 
gists are other groups for which relatively large 
increases are urgent. 

With regard to nursing homes, the material 
for tiiese institutions is not yet completely proc- 
essed. Based on preliminary returns for a 
small sample, the most important characteris- 
tic shown by the study is that 2 out o7 3 workers 
in these institutions are aides, orderlies, or 
attendants. However, two-thirds of tlie need is in 
other categories. Following the aide group, nu- 
merically the most important needs were for 
licensed practical nurses, registered nurses, 
physical therapists, dietitians, recreation thera- 
pists, and occupational theraj, .sts. ir. that order. 

Despite variations in numbers and propor- 
tions of personnel needed, thef;urvpy data indicate 
an overall insufficiency i’: proft^sional and techni- 
cal personnel to meet present patient load de- 
mands. Futuregrowth appears to hold little prom- 
ise for narrowing the gap between the need for 
personnel and the personnel available, at least 
under present educational outputs and use of 
personnel. 

DISCUSSION 

The Survey of Manpower Resources measured 
at one point in time the distribution of the hos- 
pital work force among about 30 categories of 
hospital employees. At the same point in time, 
data v/ere aiso obtained on use of selected hos- 
pital services. The merging of these data per- 
mits description of the availability of personnel 
by skill levels in hospitals classified by con- 
trol, service, bed size, and geographic location. 

The description that can be accomplished by 
the use of the survey data is recognized to be 
superficial in terms of the knowledge that is 



needed for effective development and utilizatiou 
of personnel. As an e.\ample. the sur\»ey give> ix> 
insists Into the services provided in relation to 
the clinical characteristics of the hospital or the 
demands for such ser\ices not cunenily being 
met. The survey provides a brief description 
of the number of personnel us^ anu should not 
be confused with a study of the use of hospital 
personnel. 

I., addition to counts of p.resentiy employed 
personnel, the survey also obtained data on the 
number of vacant but budgeted positions, the 
number of workers required to provide present 
optimum care, and die number required to pro- 
vide optimum care a year firom die date of die 
survey. These data provide some insist into 
shortages, but they must be used with caution. 
The budgeted vacancies may represent <5»»sired 
rather dian critical personnel. The data respon- 
ses concerning present and future optimum needs 
are opinion responses. Further, they are opinion 
diat was given just prior to the implementation 
of Public Law 89-9" when the demands for hos- 
pital service created by die law were conjecture, 
radier than fact. There is nothing wrong widi 
opinion data as long as they are used as such and 
are not interpreted as factual measurements. 

While there are limitations to die use of the 
survey data, there are descriptive analysesofthe 
data that have yet to be done. As examples, the 
use pattern of full-time versus part-time eia- 
ployees has not been fully explored; the nec^* 
for and availability of certified versus noncertified 
technicians still must be analyzed. In brief, while 
there are descriptive interpretations of the Man- 
power Survey that should only be done with ex- 
treme caution, there are other quite logical 
descriptive uses of die data that have been un- 
tapped to date. 

Interpretations that misuse the data are 
beginning to appear. For example, there have 
been attempts to construct staff ratios. Informa- 
tion on hospital services and on important varia- 
bles of the individual hospitals (e.g., physical 
plant design) are critical to the construction of 
staffing ratios. Furthermore, such ratios should 
only be used as guidelines for staffing, not as 
mandatory levels. 



MIsuiMr of d;e mscpoarcr ilata fcy-in- 

large.fromviesariDILthedataas^n ml in itself. ll:e 
survey is only d:e i»!^nningofourknoivle%econ- 
ceming ifce use of hospital manpou'er, ITiis siud3‘ 
describes die sup^sty: ire must now be|:in re- 
scards i*»io bow to use ibe surp)K’, This -'y&. to 
be «3ace’‘ research must: 

fi) Focus on the total institutional use of man- 
power. Suadies limited to manpower in the 
hospital sclent bloch understandini; of the 
supplementary relationsdiips that cxistamon^ 
the worh forces of the various components. 

f2) Use rescardi techniipjcs other d»an mailed 
questionnaires. Ihis technique is inappro- 
priate to much of the information now needed 
concemini; hospital manpower, ruturc studies 
in the hospital seiiinp: should draw upon re- 



search tools, such as iiM?se devdoped by 
industrial engineering 

(3) Develop methods of more intensive studies 
of smaller samples of hospitals, demon- 
strate the use of techniques appropriate for 
:»3ch studies, and educate people as to the 
net^ for informatiem on manpower functions 
and capabilities. 

In summary, the 1^66 survey of ho^Ital 
manpower reseurces Indicated present and future 
^w>iia|:cs of hospital manpower. Our siudj’ efforts 
do not stop with the survey; this is onK* a begin- 
ning step, Kcscar«± efforts must be directed 
toward undcr-sianJing prestsa. pancnis of use. the 
design of more effective patterns of use for a 
limiU!d supply uf personnel, and the de^elopnicni 
of more effective educational f>r<*g,rams. 
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TaJ>l« 17 



P^rscnnel. es^lc^rcd in cbe bcalch services industry: 1940-75 



Vorlicrs in 

bealcis services industry 



Total I llospitals Other 



1975 



5,359,000| 3,375,000 1,975,000 
*3,672,O00j 2,363,000 1,309,000 
2,642,300| 1,726,630 915,703 
l,6SS,903j 1,009,000 639,900 
i,059,C 



1966- 



1960 



1950 



1940 




^Estimated by Sureau of Labor Statistics. 



Sources: U.S. Bureau of the Census : C omparative O ccupatic^ Statistics f or the Cnited States, 

1370 to 1940 . 15asbin5««i, U.S. Covemment Stinting Office, l943- 



Prindic, R.A. , and Pennell, K.Y.: Indust:^ and occupation ciata from 1960 census, by 

State. Health Kanpomer Source Beck 17 . P3JS Pub. Ko. 263, Section 17. R:blic Health 
Service, U-S. Department of Health, ^Sucation, and Welfare. IJashington- U.S. Covem- 
ment Printing Office, 1963. 

U.S. Department of Labor, Bureau of Labor Statistics: Health Manpoiser 1966-75. A 

Study of Requlrenyn^ and Supply . Report Ko. 323, Kasljzngton, U. S. Government 
Printing Office, 1967. 
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ERIC 



Xsbitr 16. ?ersix£sel «s^idyed £21 bt?5pi£2L$: L$66 



Category o£ persoesael 



Tot-'l pr^fessienai and technical- 



Kursing service: 

Iffurse — 

Licensed practical nurse 

Surgical technician 

Aide, order iy (except in psy<diiatrlc hospitals) — 
Aide, orderly in psychiatric hospitals 



Diagnostic services: 

Hedicai technologist 

Laboratory assistant 

Cyto technologist 

iiistoiogic technician 

Electrocardiograph tethnician- 



Iherapeutic services: 

Occaipational therapist 

Occupational therapy assistant 

Physical therapist 

Ehysicai therapy assistant 

Social worker 

Social work assistant 

Recreation therapist 

Inhalation therapist 

Speech pathologist and audiologisc- 



Radioiogy: 

Radiologic tcchnologist- 
X-ray assistant 



Pharmacy: 

Pharmacist 

Pharmacy assistant- 



Hedical records: 

ISedical record librarian— 
Kedical record tcchnician- 



Dictetics: 

Dietitian 

Food service manager 

All other professional and technical- 



present 

staffs 



1,332,1D0 



Additional 
needed CO 
give opti- 
mum care 



257,200 



Percent 

sddicional 



1 



361,000 

150,600 

17,600 

374,400 

117,600 



54,500 

14,600 

1,600 

3.900 

5.900 



4,100 
3,600 ' 

6.500 
5,200 i 

10 , 700 ; 

1.500 



data for the total of 7,000 hospitals. 



79,500 

41,400 

3,900 

51.300 

16.300 



I 



9, -30 I 
2,300 
500 
700 
600 



2,300 

1,209 

2,900 

1,100 

5,100 

500 



19 
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Sources^ U.S- Department of Health, Education, and Welfare, Bureau of Health Manpower: Health 
Manpower Perspective: 1967 . PHS Pub. Ko- 1667. ftjblic Health Service. Washington, 
U.S. Government Printing Office, 1968. 

Manpower Resources in Hospitals — 1966. Chicago, American Hospital Association, 1967. 
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19. eaployed in isir^ing hocaes: 1966 




*Estiscates for all kno»m extended care facilities basedon499 returns in Public Health Service 



Survey. 

Source: 



U-S- Departnjcnt of Health, Education, and 
Mannover Perspective: 1967 . PHS Pub. Ko. 
U-S- Goverronent Printing Office, 1968. 



Welfare, Bureau of Health Msaipower: Health 
1667- Public Health Service. Washington, 
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